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Abstract 
       The mental health recovery movement has promoted the use of certified peer 
specialists (CPS) as an indispensable component of the recovery process when working 
with individuals with severe mental illnesses (SMI) (Solomon, 2004).  In addition to 
assisting others, the literature indicates that the CPS may gain a shared benefit from the 
CPS experience (Solomon, 2004).  The purpose of this study was to examine the benefits 
that working or volunteering as a CPS can have on the CPS’s personal recovery process 
and health care costs.  Two benefits that were explored are a CPS’s service utilization 
(outpatient therapy, case management, and inpatient hospitalization) and financial 
entitlements (SSI, SSDI, and public assistance).  This study investigated possible 
predictors of these benefits, such as demographics (gender, age, etc.), work setting (type 
of facility and population worked with), work environment (ability to make an impact, 
feeling supported and understood by supervisor and/or co-workers, etc.), and training 
factors (years certified, satisfaction with training, etc.) to determine if they correlate with 
reduced service utilization and/or financial entitlement.  This study used a secondary data 
sample of 185 surveys that were previously administered to CPS in the Commonwealth 
of Pennsylvania.  The findings can be used to further authenticate the CPS training and 
the CPS career path as a meaningful recovery resource.  Strengths, limitations, potential 
implications, and explanations of the study’s outcomes are also explored.  
 
Keywords: recovery movement, certified peer specialist, consumers 
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 Chapter 1: Introduction 
Statement of the Problem  
       Over the past 40 years, there have been several changes in the recommended 
treatment approaches to working with individuals who have serious mental illnesses 
(SMI) (Adams, Daniels, & Compagni, 2009; Anthony, 1993).  Treatment foci have 
shifted from institutionalized care and symptom amelioration (illness-medical model), to 
rehabilitation within the community (the rehabilitation model), to a strength-based, 
person-centered approach, allowing the client to be treated as a whole person (the 
recovery movement) (Adams et al., 2009; Anthony, 1993).  The recovery movement 
advocates that treatment be based on an individual’s strengths, hopes, goals, and 
aspirations and that individuals with SMI can recover and live meaningful lives within 
the community, even if they are still experiencing symptoms (Adams et al., 2009; 
Deegan, 1988; Swarbrick, 2009).  Recovery is conceptualized as an ongoing journey that 
includes the ebb and flow of symptoms and the understanding that individuals with SMI 
can achieve wellness even during the course of their illnesses (Sterling, Von Esenwein, 
Tucker, Fricks, & Druss, 2010; Swarbrick, 2009).  It should also be noted that many 
individuals with mental illnesses do fully recover, no longer requiring direct intervention 
or treatment (Swarbrick, 2009).    
       Another important tenet of the recovery movement emphasizes consumer choice as a 
means of increasing one’s sense of control and optimism (Swarbrick, 2009).  Individuals 
with SMI are entitled to have a voice and make choices about what will help them to live 
a more gratifying life in the community (Swarbrick, 2009).  Within the framework of the 
recovery movement, a new discipline called the “certified peer specialist” (CPS) is 
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evolving in the behavioral health field (Salzer, 2010).  By definition, CPSs are people 
with mental illnesses who have been trained to work with other individuals with mental 
illnesses.  Since the introduction of the consumer-survivor movement and then the mental 
health recovery movement in the 1980s and 1990s, numerous states have supported the 
training and utilization of CPSs to serve as role models and educators within a variety of 
mental health treatment settings (Reissman, 1990; Salzer, 2010; Swarbrick, 2009).  In 
2001, the state of Georgia was the first to become approved for Medicaid reimbursement 
for CPS services (Sabin & Daniels, 2003; Salzer, Schwenk, & Brusilovskiy, 2010).   
        Current research has indicated that CPSs can provide beneficial treatment outcomes 
for those who have mental illnesses (Salzer & Liptzin-Shear, 2002; Sells, Black, 
Davidson, & Rowe, 2008; Solomon, 2004).  Likewise, the helper-therapy principle states 
that individuals who have an illness can gain health-promoting benefits from assisting 
others with similar issues (Reissman, 1965).  Although there is a growing body of 
literature exploring the benefits and outcomes of using CPSs as service providers, there 
are many unanswered questions regarding how working as a CPS can affect the CPS’s 
own recovery process and the impact that he or she has on the mental health system as a 
whole.  Of specific interest is whether specific CPS characteristics can predict variation 
in a CPS’s own utilization of professional services (outpatient therapy, case management, 
and inpatient hospitalization) and financial entitlements (supplemental security income 
[SSI], social security disability insurance [SSDI], and public assistance).  For example, 
can specific CPS characteristics, such as demographics (gender, age, race, etc.), work 
setting (type of facility and population worked with), work environment (ability to make 
an impact, feeling supported and/or understood by supervisor and co-workers, etc.), or 
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training factors (years certified, satisfaction with training, etc.) correlate with a reduction 
in the frequency of service utilization and/or a reduction of financial entitlements?   
       Knowing the answers to these questions could be beneficial to consumers with SMI, 
also known as persons with lived experience, who have already chosen or anticipate 
choosing to become a CPS in the future.  Likewise, understanding more about CPSs is 
essential for other mental health disciplines that will interface with them on a day-to-day 
basis.  In a field where evidenced-based research and best practices are becoming an 
expected standard of care, exploring the benefits of working as a CPS could even further 
authenticate the CPS career path as a meaningful recovery resource in both the 
consumer’s and the professional’s toolbox.  
Purpose of the Study  
       In the past several decades, there has been a call within the behavioral health 
profession to conduct empirical research on the most efficacious approaches to treating 
individuals with SMI.  Most recently, the mental health recovery movement has 
promoted the use of CPSs as an indispensable component of the recovery process when 
working with individuals with SMI (Solomon, 2004).  The literature indicates that the 
CPS may also gain a shared benefit from the CPS experience (Solomon, 2004).  The 
helper-therapy principle suggests that individuals who have problems specifically benefit 
from helping others with similar problems (Reissman, 1965).  Studies of CPSs are now 
looking at not only what makes treatment successful for consumers who are receiving the 
CPS services, but also how helping others may have an impact on the CPS’s own 
recovery process.   
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     This study examined the benefits that working as a CPS can have on the CPS’s 
personal recovery process and health care costs.  Two benefits that were examined are a 
CPS’s service utilization (outpatient therapy, case management, and inpatient 
hospitalization) and financial entitlements (SSI, SSDI, and public assistance).  This study 
investigated possible predictors of these benefits.  Specific CPS characteristics, such as 
demographics (gender, age, race, etc.), work setting (type of facility and population), 
work environment (ability to make an impact, satisfaction and understood by supervisor 
and co-workers, etc.), and training factors (years certified, satisfaction with training) were 
examined to determine if they correlate with the ability to reduce service utilization 
and/or financial entitlement.  The information for this study was obtained using a 
secondary data sample of 277 returned surveys that were previously administered to 
CPSs in the Commonwealth of Pennsylvania.   
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Chapter 2:  Literature Review 
Peer Support 
       Within the context of the occupational title certified peer specialist, the term peer 
refers to “an individual who has personal experience with a mental illness” (Salzer, 2010, 
p. 169).  The phrase peer support is defined as a mutually agreed upon professional 
relationship between two individuals with similar personal attributes or life experiences 
who come together based on the recognition and communication of these experiences 
(Salzer, 2010).  In a letter written to the Center for Medicare and Medicaid Services 
(CMS), peer support has been described as “services from staff who have experienced a 
serious mental illness and who relate to participants based on their experience in the 
recovery process” (Eiken & Campbell, 2008, p. 3).  Peer support can be provided in a 
paid or an unpaid volunteer context (Solomon, 2010) and consists of a give-and-take 
relationship, based upon the tenets of mutual responsibility and respect (Mead, Hilton, & 
Curtis, 2001).  Peer support, in one form or another, has been in existence for quite some 
time and can be traced back to at least the 1800s (Bassman, 2010; Frese & Walker Davis, 
1997). 
History of Peer Support  
       Early expressions of peer support and advocacy.  Early evidence of peer support 
and peer advocacy was recorded as far back as the 1800s in England (Frese & Walker 
Davis, 1997), when Richard Paternoster and other individuals previously admitted to an 
asylum gathered together to improve hospital conditions, help patients who were 
discharged, and decrease the chances of illegal confinement (Hervey, 1986).  Another 
example of peer support and advocacy was seen in in the early 1900s when Clifford 
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Beers, a mental health consumer, strived to improve the quality of care of individuals in 
state psychiatric hospitals (Dain, 1980; Frese & Walker Davis, 1997). 
       Evidence of peer support, most similar to today’s terminology, was first identified in 
the 1920s, when Harry Stack Sullivan hired individuals who had previously recovered 
from mental illness to work as aides (Davidson et al., 1999; Perry, 1982).  Sullivan’s 
thinking was that their past experiences with psychosis would make them more sensitive, 
compassionate, and humane toward the individuals and consumers with whom they 
worked (Perry, 1982).  Another example of early peer support could be seen at Fountain 
House (later known as the WANA Society), an organization created by consumers to 
provide support for individuals with SMI being discharged from state facilities (Black, 
1988).  
       However, it was not until the second half of the 20th century that knowledge and 
experience about mental illness expanded beyond the sole jurisdiction of the mental 
health professional (Bassman, 2010; Tomes, 2006).  Prior to this timeframe, individuals 
with a mental illness were not perceived as capable of offering meaningful information 
about their illness that could inform their recovery (Bassman, 2010).  Within the past 40 
years, several peer advocacy and legislative initiatives have contributed to changes in the 
recommended treatment approach to working with individuals with SMI (Adams et al., 
2009; Anthony, 1993; Tomes, 2006). 
       Peer support, 1960s and later.  In the 1960s, several groups (e.g., gay pride, civil 
rights, disabilities, antiwar, and women’s rights activists) gathered together in attempts to 
effect a collective systematic change (Borkman, 1997; Tomes, 2006).  These advocacy 
groups questioned organizational practices and attitudes in an attempt to revise policies 
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(Borkman, 1997; Tomes, 2006).  It was not until the 1970s that peer support was 
acknowledged as a critical element of the social support system for individuals with SMI 
(Stroul, 1993). 
       At the start of the 1970s, groups consisting of discharged psychiatric patients began 
to create support groups throughout the United States (Bassman, 2010; Clay, 2002).  The 
first structured support group started in 1970 in Oregon and was called “The Insane 
Liberation Front” (Bassman, 2010; Clay, 2002; Tomes, 2006).  Within the next few 
years, several other groups developed in other states throughout the U.S., including San 
Francisco, Boston, and New York, marking the emergence of the consumer/survivor 
movement (Bassman, 2010; Clay, 2002; Frese & Walker Davis, 1997; Tomes, 2006).   
       Important legislative acts and the consumer/survivor movement.  Prior to the 
1960s, individuals with SMI were often confined to inpatient institutions (Bassman, 
2010; Bransford & Bakken, 2011).  Efficacious treatment options were lacking, hospitals 
were overcrowded, and positive prognoses were not expected (Bassman, 2010; Merwin 
& Ochberg, 1983; Joint Commission on Mental Illness & Health, 1961).  As part of the 
consumer/survivor movement, early activists worked together to engage in public 
demonstrations and education (Bassman, 2010).  Former patients spoke out against 
therapies they thought were not helpful, and they lobbied for changes in attitudes and 
behaviors through articles, newsletters, and books (Bassman, 2010; Davidson, Chinman, 
Sells, & Rowe, 2006; Frese & Walker Davis, 1997; Tomes, 2006).  In 1963, the 
Community Mental Health Center Construction Act was passed by Congress (Bassman, 
2010).  This act aimed to increase community-based mental health service opportunities 
so that individuals with mental illnesses could either remain in or return to the 
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community, a national goal that was established by President John F. Kennedy (Bassman, 
2010; Tomes, 2006).   
       In 1965, the Social Security Act launched the Medicare and Medicaid program, 
which approved funding of community mental health treatment for individuals from low 
socioeconomic backgrounds (Bassman, 2010).  Additionally, government funded 
programs such as federal Supplemental Security Income (SSI) and Social Security 
Disability Insurance (SSDI) offered individuals with SMI an income that made leaving 
the inpatient mental health system a possibility (Bassman, 2010; Tomes, 2006).  Despite 
these favorable changes, entitlements were not adequate to support independent living in 
the community for a greater number of individuals (Bassman, 2010; Tomes, 2006).  In 
many circumstances, individuals could only afford to live in communal housing, single 
rooms, or other options that did not permit full integration into the community as equal 
and meaningful contributors to society (Bassman, 2010). 
       In 1977, the Community Support Program (CSP) was formed by the National 
Institute of Mental Health (NIMH) (Frese & Walker Davis, 1997), with the understanding 
that individuals with SMI require a variety of types of assistance to live and contribute in 
the community (Bassman, 2010).  With input from consumers and their family members, 
CSP offered conferences (Frese & Walker Davis, 1997) and promoted an increase in 
community networks offering access to services such as housing, health care, and 
transportation (Bassman, 2010).   
       Additional advances in peer support emerged in 1979, when four families came 
together to form the National Alliance for the Mentally Ill (NAMI), first reaching out to 
other family members of the mentally ill and then to consumers themselves (Bassman, 
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2010; Frese & Walker Davis, 1997; Tomes, 2006).  From 1973 to 1984, consumers 
gathered annually to attend the Conference on Human Rights and Against Psychiatric 
Oppression, where they drew from each other a sense of support, raised awareness, and 
developed their own growing identity (Bassman, 2010; Frese & Walker Davis, 1997; 
Tomes, 2006).  In 1980, in an effort to maintain their sense of independence, consumers 
opted to exclude mental health providers from the conference and only allowed 
individuals with mental illnesses to attend (Bassman, 2010).  In response to ideas shared 
at these “learning conferences,” in 1984, NAMI incorporated concepts such as consumer 
empowerment and self-determinism as part of its overarching objectives and purpose 
(McLean, 2000; Tomes, 2006).  In 1986, Congress approved the Protection and 
Advocacy for Individuals with Mental Illness Act (PAIMI), designed to advocate for and 
protect the rights of the mentally ill (Bassman, 2010).  These federal changes, combined 
with the recent advancement in peer advocacy, provided the opportunity for consumers to 
become more involved in investigations related to the treatment of the mentally ill 
(Bassman, 2010).   
       Around the same time, the pressure of managed care and other efforts to reduce 
health care costs sparked debates about treatment effectiveness and an examination of 
services deemed beneficial and not beneficial to the consumer (Mechanic & McAlpine, 
1997; Tomes, 2006).  As a result, legal challenges to the commitment process ensued, 
asserting the need for quality treatment rather than containment and the right to be in the 
least restrictive treatment setting possible, based on functional behaviors (Bassman, 2010; 
Tomes, 2006).  Inspired by the combined efforts of consumer activism and the reduction 
in healthcare costs, a federal law was passed in 1989 requiring the inclusion of consumers 
AN EXPLORATION OF THE BENEFITS OF  10 
in state policy development and mental health planning procedures (Bassman, 2010; 
Frese & Walker Davis, 1997; Tomes, 2006).  In response, dialogues were begun between 
consumers and mental health administrators regarding the topic of recovery (Bassman, 
2010; Frese & Walker Davis, 1997; Tomes, 2006).   
       Later, in the 1990s, offices of consumer affairs were organized to guarantee that 
consumers were involved in all phases of mental health treatment and could be informed 
by a recovery-focused agenda (Bassman, 2010).  These offices were supervised and 
operated solely by consumers (Bassman, 2010).  In 1992, as a result of federal 
organizational restructuring, the Center for Mental Health Services, part of the Substance 
Abuse and Mental Health Services Administration (SAMHSA), was created to monitor 
and oversee mental health and substance abuse treatment and prevention services 
throughout the United States (Frese & Walker Davis, 1997; McLean, 2000; Tomes, 
2006).  Along with federal restructuring came changes in the government’s position 
regarding the treatment of the mentally ill. 
       In 1999, the Surgeon General encouraged all mental health organizations to adopt a 
recovery-informed approach to treatment (Bradstreet, 2006; U.S. Department of Health 
and Human Services, 1999).  The term recovery refers to the concept that individuals 
with mental illnesses can learn to cope with their symptoms and regain a role within the 
community despite having a mental illness (U.S. Department of Health and Human 
Services, 1999).  Recovery-informed treatment focuses on individual strengths and takes 
on a more hopeful outlook regarding mental health issues (Bradstreet, 2006).  According 
to the Surgeon General’s report, two of the most effective peer support contributions are 
the number of self-help groups available to consumers and these groups’ ability to impart 
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hope, empowerment, and stability to the lives of consumers who previously did not have 
any (Bassman, 2010; U.S. Department of Health and Human Services, 1999).   
       The 2003 New Freedom Commission on Mental Health report commissioned by 
President George W. Bush concluded that mental health services for all individuals, 
including those with serious mental illnesses, should be recovery oriented and should be 
grounded in the highest evidenced based quality standards (Bradstreet, 2006; Chinman et 
al., 2008; U.S. Department of Health and Human Services, 2003).  The report 
recommended that treatment go beyond symptom management and reflect a consumer-
focused system of care in which the consumer actively participates in planning and 
selecting treatment services as an equal member of the recovery planning team (Bassman, 
2010; Fisher, 2003).  There are several principles, theories, and conceptual models that 
propose how consumers are able to take a more active role in mental health services, and 
specifically, how peers and peer support services can be beneficial in this process 
(Solomon, 2010; Salzer et al., 2002).   
Principles, Theories, and Conceptual Models Relevant to Peer Support  
        Peer principle. The peer principle emphasizes that relationships are built upon 
mutual and reciprocal connections based on similar life challenges and experiences.  
Additionally, the peer principle stresses that relationships are fostered through equality, 
respect, and acceptance (Clay, 2005).  No matter the format or setting, this connection is 
believed to create a sense of hope and belongingness (Clay, 2005).  It is this mutual and 
reciprocal connection that is believed to be beneficial in peer support. 
       Helper-therapy principle. The helper-therapy principle suggests that individuals 
who have problems specifically benefit from helping others with similar problems 
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(Reissman, 1965).  According to this principle, the individual who gives the help is more 
apt to be the one who improves (Reissman, 1965), thus benefitting from their helper role.  
Successful rehabilitation can be fostered by transforming recipients of help into the 
providers of help (Reissman, 1965).  By assisting other individuals, the helper can gain 
self-confidence, knowledge from specific experiences, and an increased sense of identity 
derived from receiving positive feedback and approval from those they have helped  
(Skovholt, 1974).  Although the helper role is proposed to be universally beneficial, the 
literature suggests that helpers of lower socioeconomic status who begin with moderate 
motivation to help tend to exhibit an increase in personal motivation, thus creating an 
upward spiral of recovery for the helper (Reissman, 1965).  The helper-therapy principle 
is believed to be a main contributing factor in the success of self-help and peer-support 
groups.  This principle has been adopted by several self-help organizations, most notably 
Alcoholics Anonymous (AA) (Reissman, 1965).    
       Addiction model.  Addiction services utilized recovering alcoholic patients as 
employees and counselors as early as the 1940s, with the idea that individuals who are 
farther in the recovery process are capable of helping those who are not (Blume, 1984).  
Some researchers suggested that ex-addicts who served in the counseling or advisory role 
experienced an increased level of motivation and sense of self-worth (Ellis, 1984).  In one 
study, feedback from patients indicated that ex-addicts serving as counselors provided 
more assistance than service providers who were not recovering addicts (Ball, Graff, & 
Sheehan, 1974), thus supporting the hypothesis that peer support services can be 
beneficial.  The first peer-run recovery service is believed to be the self-help program, 
Alcoholics Anonymous (AA) (Clay, 2005).  The structure of AA and other 12-step 
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support groups is believed to encourage mutual interaction between individuals with 
similar addiction issues.  Listening to other addicts convey their stories is one way that 
peers can share their feelings and experiences with others (Clay, 2005).  Sponsors who 
have had greater abstinence time lend support to individuals who have had less time in 
their recovery process (Clay, 2005). 
       Social support theory.  Social support theory is based on the construct that loving, 
supportive relationships with individuals who care help to promote positive well-being 
and resiliency to life stressors (Solomon, 2010; Salzer et al., 2002).  Additionally, 
research indicates that social support can serve as a buffer to developing medical and 
psychiatric illnesses (Bloom, 1990; Solomon, 2010).  In many cases, consumers 
perceived peer providers to be genuinely understanding of their problems, which was 
reported to be helpful in their recovery process (Salzer, 2010).  It is this empathetic 
approach, based on the sharing of mutual issues, that is believed to be helpful to the 
consumer. 
       Experiential knowledge/social learning theory.  The experiential knowledge 
theory states that individuals can learn specific skills based upon their individualized life 
experiences (Borkman, 1990; Salzer et al., 2002).  When people share their mutual 
problems, they may find similar themes and solutions (Shubert & Borkman, 1994).  This 
process can help to actively engage individuals (Salzer et al., 2002) in the problem-
solving and resolution process and, as a result, raise their self-assurance (Solomon, 2010).  
Similar to experiential theory, social learning theory predicts that peers are more likely to 
be better role models for the SMI population because they have had similar experiences 
(Salzer et al., 2002).  It has been similarly proposed that peers who are coping well with 
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their own mental illnesses are likely to model positive changes in behavior and increase a 
consumer’s sense of self-efficacy regarding their own ability to cope and reflect a 
brighter outlook regarding their future (Salzer et al., 2002).   
       Social comparison theory.  The social comparison theory states that individuals are 
generally drawn to people who are similar to themselves, as a way to feel “normal” 
(Festinger, 1954).  When consumers interact with more functionally adapted peers who 
have common experiences, it provides hope and motivation to improve their own lives 
(Solomon, 2004, Solomon, 2010; Salzer et al., 2002).  Similarly, comparing themselves 
to those who are not as well off seems to provide peers with the perspective that things 
are not as bad as they could be (Salzer et al., 2002). 
       Independent living movement.  The independent living movement was initiated by 
individuals with disabilities and states that they are entitled to the same rights and control 
over their lives as those who do not have disabilities (Deegan, 1992; McDonald & 
Oxford, 1989).  Similar to the recovery movement, the independent living movement 
reflects core values and philosophies such as personal empowerment, self-directedness, 
and personal choice for individuals who have disabilities.  According to Deegan (1992), 
principles of this movement can be extended to individuals with mental illnesses. 
       Implications of these theoretical constructs on peer support.  Although the 
helper-therapy principle, social comparison theory, and social learning theory are 
theoretical constructs that can explain why peer support is effective, the relationship 
between these theories and peer support is not well researched (Solomon, 2004); 
therefore, their relationship to peer support can only be inferred.  Despite the lack of 
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research at this time, it important to try to ground peer support within a theoretical 
framework, so that researchers can better understand its principles and why it is effective.   
       If grounded in theory and principles that correlate to current practice, mental health 
professionals might better understand and accept peer support services as a vital and 
necessary provider specialty.  For example, a study funded by SAMHSA indicated that 
peer support services are nearly double the number of traditional services offered at this 
time (Goldstrum et al., 2006).  Within the peer support profession, there are already 
distinct types of services, some of which are reimbursable by the federal government.   
Peer Support Services  
       According to Corrigan, Mueser, Bond, Drake, and Solomon (2008), there are two 
distinct peer support services that are currently being offered by CPSs.  The first type of 
service is mutual support, where both parties are engaged in the mutual self-help process, 
based upon a shared exchange of support being offered to and from both individuals 
involved (Corrigan et al., 2008).  The second type of peer support is a one-sided peer 
provider service, where help is given solely to a consumer who receives services 
(Corrigan et al., 2008).   
       Factors that can differentiate and impact upon peer support services from facility to 
facility, include whether or not the organization is overseen and run by peers, nonpeer 
professionals, or a combination of the two (Swarbrick & Schmidt, 2010).  For example, 
Davidson et al. (1999) described three types of peer support: (a) mutual-support groups, 
(b) consumer-operated programs, and (c) facilities that employ peer providers (Davidson 
et al., 1999).  Mutual support groups are the self-help support groups within the 
community.  Consumer-operated programs are programs that are run strictly by 
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consumers (Davidson et al., 1999).  The last form of peer support is when a facility hires, 
contracts, or hosts peers to provide services within a non-consumer-operated facility 
(Davidson et al., 1999).  Depending on who is sponsoring the peer support services, there 
are several types of peer services that can be made available. 
       Categories of peer support services. Categories of peer support services include 
self-help groups, Internet support groups, peer-operated services, peer partnerships, and 
peers as employees in traditional or peer specialization roles (Solomon, 2004, Solomon, 
2010). 
       Self-Help groups.  According to Swarbrick and Schmidt (2010), self-help is 
classified as “mutual support within a group” (p. 4).  This category of peer support 
consists of individuals in recovery who join together to assist each other at a designated 
time and place within the community (Swarbrick & Schmidt, 2010).  It is organized and 
directed by volunteers who have similar needs and who are not affiliated with a health or 
mental health organization (Swarbrick & Schmidt, 2010). Self-help groups are considered 
to be one of the oldest forms of peer support services (Solomon, 2004, Solomon, 2010). 
       Internet support groups.  With the development and proliferation of the Internet, 
support groups have broadened their outreach to online support, whereby communication 
is shared via bulletin boards, e-mail, or live face-to-face video technology (Perron, 2002).   
       Peer-operated services.  This form of peer support service is an expanded self-help 
service that offers mutually reciprocated support within a program.  Peers are affiliated 
with an organization that provides information to the consumers about the services 
offered at their program (Van Tosh & del Vecchio, 2000).  Services are organized and 
overseen by peers in recovery who either volunteer or are paid to perform this function 
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(Solomon, 2004; Swarbrick & Schmidt, 2010).  Also known as consumer-operated 
services, these organizations are primarily run by peers and at least 51% of board 
members are consumers (Eiken & Campbell, 2008; Mowbray & Moxley, 1997a).  
Examples of peer-operated services include club houses, drop-in centers, mutual support 
services, supportive housing, employment, education, and/or financial programs 
(Solomon, 2004; Swarbrick & Schmidt, 2010; Van Tosh & del Vecchio, 2000).  These 
service organizations can receive both private and public funding (Swarbrick & Schmidt, 
2010; Van Tosh & del Vecchio, 2000).    
       Peer partnerships initiatives. This form of peer support service consists of a 
partnership between traditional services and consumers services.  Partnership initiatives 
are actualized in a variety of ways, including sharing mutual space, incorporating self-
help and consumer led services into traditional facilities, and using peer services to 
connect with consumers who have been discharged into the community (Swarbrick & 
Schmidt, 2010).   
       Peers as employees.  Peers as employees are individuals who have lived recovery 
experiences and who are paid to “help people identify and capitalize on their strengths, 
promoting wellness and self-management skills and engaging consumers in needed 
services” (Chinman et al., 2008; as cited in Swarbrick & Schmidt, 2010, p. 6).  Some of 
the titles given to employed peers are peer advocate, peer counselor, recovery specialist, 
and certified peer support specialist (Swarbrick & Schmidt, 2010).  Traditionally trained 
staff who have experiences with mental illness could fit into this category (Swarbrick & 
Schmidt, 2010).  Within the past 40 years, a variety of peer training options have been 
made available to those who are not employed as traditional mental health professionals. 
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Peer Support Training  
       Evidence of peer training has existed as long as the self-help movement.  Several 
self-help groups such as GROW have provided training and materials for group 
facilitators (Salzer, 2010; Sherman & Porter, 1991).  In the 1980s, one of the first peer 
training courses was developed, teaching peers to become “case manager aides” (Salzer, 
2010; Sherman & Porter, 1991).  Since this time, a new professional discipline has 
emerged, called the certified peer specialist” (CPS). 
       Certified peer specialist training. A CPS is a peer who has completed the required 
2-week training to become certified and may use the professional title of certified peer 
specialist (Salzer, 2010).  The role of the CPS includes modeling the potential of recovery 
to individuals with similar issues and helping them to develop the resiliency skills that 
will assist them to take control of their lives, while working toward their own personal 
recovery (CMS, 2008; Georgia Division of Mental Health, as cited in Sabin & Daniels, 
2003).  Since the introduction of the mental health recovery movement, numerous states 
have supported the utilization of CPSs to serve as role models and educators within a 
variety of mental health facilities (Reissman, 1990; Salzer, 2010; Swarbrick, 2009).  The 
job duties and training requirements to become a CPS continue to evolve (Salzer, 2010).   
       As of 2007, a total of 13 formally identified training programs for peer support 
existed in the United States (Katz & Salzer, 2007; Salzer, 2010).  These programs vary in 
length of training (days/hours), content and format of the information provided in the 
training, and the criteria for successful completion of the program (Salzer, 2010).  
Presently, there no specific standards for CPS training program competencies or for the 
proficiencies that an individual should have in order to qualify to be a CPS (Salzer, 
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2010).  A recent initiative by the Veterans Administration to develop national standards 
for CPS is in the beginning stages (Salzer, 2010).  As part of this project, a national team 
of CPS experts formed to try to achieve consensus on two important topics: CPS training 
program competency criteria and individual CPS competency criteria (Salzer, 2010).  In 
addition, a guide for how to establish CMS standards, reimbursed peer support services, 
and a trained peer workforce was published by the Center for Mental Health Services at 
SAMHSA (2005).  This guide included competency criteria that were utilized by a peer 
support training program in Georgia (Salzer, 2010).  The Georgia CPS Project (2003) 
listed the following CPS core training competencies: (a) an understanding of the CPS 
position and the skills needed to fulfill the job duties, (b) knowledge of the recovery 
process and how to use their personal recovery narrative to help others, (c) the ability to 
relate to others and foster healing connections, and (d) recognizing the importance of and 
maintaining care for oneself.  Four recent studies revealed that a large majority of peers 
who enter CPS training programs successfully complete the program; all studies reported 
a successful completion rate of greater than 73% (Hutchinson et al., 2006; Ratzlaff, 
McDiarmid, Marty, & Rapp, 2006; Salzer, Katz, Kidwell, Federici, & Ward-Colasante, 
2009; Stoneking & McGuffin, 2007).  Three of the four studies had a completion rate of 
95% or greater (Hutchinson et al., 2006; Salzer et al., 2009; Stoneking & McGuffin, 
2007).   
       Certified peer specialist training in Pennsylvania.  According to the Pennsylvania 
Peer Support Coalition’s (n.d.) website, to earn the CPS title, an individual must have 
specific experience, education, activity, and training.  To qualify to become a CPS, one 
must have undergone treatment for an SMI, graduated high school or obtained a general 
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equivalency degree (GED), held a job or volunteer position for 12 months in the past 3 
years (or have completed 24 credits post-high school), and have successfully completed 
the CPS training (Pennsylvania Peer Support Coalition, n.d).  Currently, there are two 
programs that offer CPS training in the Commonwealth of Pennsylvania:  the Institute on 
Recovery and Community Integration and Recovery Innovations.  
       Institute on recovery and community integration. The Institute on Recovery and 
Community Integration is affiliated with the Mental Health Association of Southeastern 
PA (Pennsylvania Peer Support Coalition, n.d.).  The core principle of the Institute on 
Recovery and Community Integration’s 10-day CPS training program is recovery 
(Institute for Recovery and Community Integration, n.d.).  According to the program’s 
website, “participants will gain new knowledge, develop new skills, increase personal 
awareness, and enhance their personal recovery” (Institute for Recovery and Community 
Integration, n.d., Services page).  Participants earn a certificate after successfully 
completing the CPS program (Institute for Recovery and Community Integration, n.d.).  
Program entry criteria are:  
       Current or former mental health consumer; high school diploma or GED; 
reading/writing proficiency; 2 years of relevant volunteer or paid work experience, 
preferably in the mental health field, or a B.A. in a relevant field; commitment to 
consumer choice and empowerment; and an ability to establish trusting relationships with 
peers (Institute for Recovery and Community Integration, n.d., Services page).   
       Recovery Innovations, Inc. Recovery Innovations, Inc. is a national corporation with 
satellite recovery-focused programs throughout the United States.  The Recovery 
Opportunity Center, a branch of Recovery Innovations, Inc., is primarily responsible for 
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organizing recovery oriented consumer trainings (Pennsylvania Recovery and Resiliency, 
n.d).   Individuals who complete the Recovery Innovations training program and pass the 
competency test earn the title of CPS.         
       Advanced CPS training opportunities.  In the past few years, organizations like the 
Pennsylvania Office of Mental Health Substance Abuse Services (OMHSAS) and the 
University of Pennsylvania have partnered in order to construct additional CPS 
curriculum and programming.  Such initiatives provide CPSs the opportunity to receive 
advanced trainings in specialty areas (e.g., older adults, forensic, transitional age youth, 
etc.) (Pennsylvania Recovery and Resiliency, n.d.).   
       Federal organizations such as CMS have begun to recognize the benefits of 
incorporating CPSs in treatment and as result are more invested in the training process.  
In 2004, OMHSAS was awarded a 3-year grant from CMS for the improvement of the 
CPS training and certification procedures (Pennsylvania Recovery and Resiliency, n.d.).  
As the CPS profession continues to grow and expand, and as research continues to offer 
proof of its efficacy, funding for this emerging profession is now being established. 
Reimbursement for Certified Peer Specialist Services 
       The literature indicates that there are three ways that peer support services can be 
reimbursed.  A certified peer support specialist can be reimbursed directly through CMS 
for their discrete services.  An example of this form of service would be a credentialed 
peer support specialist who independently charges and is reimbursed by CMS (Eiken & 
Campbell, 2008; Johnson, 2008; Salzer, 2010).  A second way that a CPS can be paid by 
CMS is by performing services through another already reimbursed CMS service (Eiken 
& Campbell, 2008; Johnson, 2008; Salzer, 2010).  The third way a CPS can be 
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reimbursed by CMS is by providing peer support services within an approved licensed 
peer support facility that routinely offers peer support services (Eiken & Campbell, 2008; 
Johnson, 2008; Salzer, 2010).  Approval for the reimbursement of these services can vary 
depending on the state (Eiken & Campbell, 2008; Johnson, 2008; Salzer, 2010).           
       According to CMS, for a CPS to be eligible for reimbursement, he or she must be 
supervised by a qualified mental health professional (e.g., licensed social worker, 
psychologist, or physician), complete an approved training program leading to 
certification, and obtain the required number of continuing education credits based on the 
regulations of their state (CMS Operations, 2007; Salzer, 2010).  In addition to 
successfully completing a training program and acquiring a promising new career path 
through various sources of funding, there are many other benefits to being a peer 
specialist.   
Benefits of Peer Support Providers  
       The use of peer support and consumer-run services is currently identified as a best 
practice within the behavioral health field (Salzer, 2010; Salzer & MHASP Best Practices 
Team, 2002).  In 2007, CMS announced that peer support is considered an evidenced-
based model with many benefits to the consumers (CMS, 2007).  However, it is 
important to note that the potential benefits of using peer support providers extend 
beyond the scope of the consumers being served.  Current theory and preliminary 
research suggest that the benefits of being a peer support provider can extend to the peer 
provider (Salzer & Liptzin-Shear, 2002) and the service industry at large (Klein, Cnaan, 
& Whitecraft, 1998; Min, Whitecraft, Rothbard, & Salzer, 2007; Reisman, 1965; 
Solomon, 2004).  
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       Benefits to the consumers. The literature suggests that exposure to individuals with 
similar disorders can help to reduce the stigma regarding mental illness (Davidson et al., 
1999).  Consumers tend to view peer providers as more genuinely understanding of their 
problems than traditional mental health professionals (Salzer, 2010; Sells et al., 2006).  
Peer support and the process of sharing one’s personal experiences as seen within 
traditional mental health settings is beneficial to building an alliance between the peer 
support staff and the consumer (Salzer, 2010).  Peer providers are able to use the peer 
support process to help normalize the consumer’s experiences (Salzer, 2010).  The peer 
specialist can model more adaptive ways of thinking and acting while instilling hope to 
the consumer regarding the possibility of having a productive life within the community 
regardless of having a mental illness (Salzer, 2010).  Because of their real-life 
experiences with recovery, peer specialists can offer novel strategies to help manage 
one’s illness (Mueser et al., 2002).  
       When peer support is used in conjunction with more traditional professional services, 
psychological and clinical outcomes are improved (Eiken & Campbell, 2008) in areas of 
self-esteem, quality of life, and social support, with a reduced frequency of behavioral 
and mental health problems (Felton et al., 1995).  For example, when peer support staff 
and traditional professional staff combined services, the consumer’s sense of 
empowerment increased, while frequency of hospitalizations decreased (Eiken & 
Campbell, 2008).   
       When peer providers delivered services in lieu of mental health professional services, 
peer providers generally were equally effective in providing the same treatment services 
(Eiken & Campbell, 2008; Gould & Clum, 1993), and in some studies, the outcomes 
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were more favorable than when professional services were offered (Christensen & 
Jacobson, 1994).  Landers and Zou (2011) studied Medicaid claims data on crisis 
stabilization and hospital service utilization of over 35,000 consumers.  Their study 
compared the relationship and differences between service utilization for consumers who 
used peer support services to those who used community mental health services without 
peer support.  The results indicated that consumers who used peer support services were 
more likely to use crisis stabilization services than those who did not receive peer 
services.  There was no significant reduction in hospital visits when comparing the two 
groups.  However, when examining the consumer group that did not use crisis 
stabilization services, it was found that consumers who used peer support services had 
fewer hospitalizations (Landers & Zou, 2011).  In a study by Edmunson, Bedell, Archer, 
and Gordon (1982), consumers who attended a peer specialist program after being 
discharged from a psychiatric residential had less frequent hospitalizations and shorter 
lengths of stay in the hospital than consumers who did not have peer support services 
available to them.  A study of consumers who had multiple hospital admissions (three or 
more) within an 18 month period revealed that those who received peer services 
combined with usual care experienced significantly fewer re-hospitalizations than 
consumers who received “usual care” alone (Sledge et al., 2011).  Likewise, two 
additional studies provided evidence that consumers who received peer support services 
in conjunction with traditional services had fewer psychiatric admissions (Klein et al., 
1998; Min et al., 2007).  In addition, Klein et al. (1998) found that individuals with co-
occurring disorders who participated in treatment that integrated peer support services 
reported less drug use and a better quality of life. 
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       A study conducted by Chinman, Weingarten, Stayner, and Davidson (2001) 
produced mixed results regarding the benefits of peer provider services.  In this study, 
peer providers met with consumers after discharge for weekly outings in the community 
to help them to build coping and social skills.  Compared to a local community health 
facility, the study’s percentage of readmissions were less frequent; however, compared to 
an established control group of consumers with comparable demographics and diagnoses, 
the study yielded results that were statistically insignificant (Chinman et al., 2001; as 
cited in Eiken & Campbell, 2008).   
       In research specific to CPSs, results indicated that CPSs can contribute to positive 
treatment outcomes for those who have serious mental illnesses (SMI) (Salzer & Liptzin-
Shear, 2002; Sells et al., 2008; Solomon, 2004).  For example, Felton and colleagues 
(1995) found that SMI consumers who received case management and peer support 
services as part of an intensive outpatient case management treatment program had better 
quality of life ratings than those who did not have peer services.   
       A study by Kaufman (1995) showed promising results for peer support and 
vocational rehabilitation.  Marwaha et al. (2008) indicated that individuals with mental 
health issues who work reported a greater sense of well-being and quality of life.   
Research conducted by Miller and Miller (1997) indicated that peer-run employment 
produced favorable results regarding maintenance of employment for greater lengths of 
time than for those who did not experience such a supportive work environment.  
Because these results were primarily derived from noncontrolled research studies, more 
research is necessary to draw further conclusions (Davidson et al., 1999).  Research on 
the personal benefits of being a peer support specialist is in the early stages of 
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investigation.  Salzer and Liptzin-Shear (2002) emphasize the need for continued 
research on the benefits of being a consumer-specialist to the CPS’s own recovery. 
       Benefits to the specialists.  The qualitative research on peer specialist benefits 
specifically yields favorable results (Chinman et al., 2000).  One study specifically 
indicated that peer specialists can gain a shared benefit from the CPS experience 
(Solomon, 2004).  Similarly, in a semi-structured interview conducted with 14 peer 
specialists in Pennsylvania (Salzer and Liptzin-Shear, 2002), all reported that their role as 
a peer support specialist directly benefited their own recovery process.  These peer 
specialists reported personal benefits in areas related to increased social supports, leisure 
skills, and problem-solving skills.  Eight of the 14 participants reported that feeling 
appreciated helped to contribute to their own self-esteem and self-confidence and as a 
result, contributed their own recovery (Salzer & Liptzin-Shear, 2002).   Similarly, in a 
study conducted by Hutchinson et al. (2006), 66 consumers reported a significant 
increase in their self-esteem, empowerment, and recovery after completing a formal peer 
support training program.  In addition, the study reported that 89% of participants 
maintained employment as peer specialist 1 year after the study was completed 
(Hutchinson et al., 2006).  As a result, an individual’s identity can “shift from 
patient/consumer/client to that of valued worker and contributing citizen” (Hutchinson et 
al., 2006, p. 206).  A review of the literature supported the notion that peer providers 
experience an increase in self-efficacy through the act of helping other consumers, 
building their own skill set, and sharing similar experiences with the consumers with 
whom they are working (Miyamoto & Sono, 2012).  Likewise, other studies suggested 
that peer providers can experience health promoting changes in one’s self-esteem, sense 
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of hope, use of coping strategies, and integration into the community (Carlson, Rapp, & 
McDiarmid, 2001; Mowbray & Moxley, 1997b).  Another important benefit to the peer 
provider is the potential to reduce their own service use, specifically a decrease in 
inpatient hospitalizations (Sherman & Porter, 1991).  
      There are added benefits to those individuals who hold the CPS credential.  
Individuals who become certified peer specialists may be reimbursed for their services 
(Sabin & Daniels, 2003).  While one study indicated that payment for services does not 
necessarily impact a peer’s sense of satisfaction (Barber, Rosenheck, Armstrong, & 
Resnick, 2008), receiving reimbursement for CPS services further validates the 
credibility of CPSs as an emerging profession and provides consumers with a career 
option (Salzer, 2010) that could reduce their dependency on financial entitlements.  
Similarly, early research suggests that using peer support specialists may be beneficial to 
the mental health system on a global level (Klein et al., 1998; Min et al., 2007; Reisman, 
1965; Solomon, 2004). 
       Benefits to the system.  Employing peer specialists can benefit the system by 
reducing service costs, decreasing mental health stigma, and increasing treatment 
adherence (Klein et al., 1998; Min et al., 2007; Reisman, 1965; Solomon, 2004).  
Preliminary studies have reported that employing peer support specialists has helped to 
reduce the frequency and duration of hospital visits among individuals with mental health 
and substance abuse issues (Edmunson et al., 1982; Klein et al., 1998; Min et al., 2007).  
Peer support services are less costly than traditional mental health services provided by 
trained professionals (Segal, Gomory, & Silverman, 1998); however, Solomon (2004) 
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cautions that peer specialists should not be used as a less costly substitute for professional 
services, such as psychology and psychiatry.  
       Dixon, Hackmann, and Lehman (1997) described how collaboration between mental 
health professionals and consumer advocates within an assertive community treatment 
(ACT) team improved the positive outlook of the mental health professionals toward the 
homeless SMI consumers they treated.  One possible explanation for this is that mental 
health professionals often see consumers at their worst, and according to Solomon 
(2004), exposure to peer specialists allows professionals to witness consumers in 
“normal” social roles, thus potentially decreasing mental health stigma.  The literature 
also indicated a higher rate of consumer adherence to self-help group referrals when they 
came from a peer support specialist instead of a professional (Powell, Hill, Wamer, & 
Yeaton, 2000); therefore, it is possible that the rate of adherence for other aftercare 
services could increase if they are endorsed by a peer specialist.   
        Despite the many benefits of peer support to the consumer, the peer support 
specialist, and the service delivery system, the profession is still in the formative stages of 
development and has several limitations that must be addressed before it can be fully 
accepted as a viable and effective professional service.  Such limitations include an 
inconsistency in agency knowledge and use of peer services, lack of consensus regarding 
peer job roles and competencies, a positive bias toward nonpeer services referrals, a 
negative bias toward peer support services, and a general fear that CPSs may lose 
financial entitlements should they pursue a career as a peer support specialist.   
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Limitations of peer support 
       Work environment characteristics can vary from positive to harmful in impact on the 
wellbeing of individuals with previously existing mental illnesses (Mackenziel, 
Keuskamp, Ziersch, Baum, & Popay, 2013).  Although peer support services are accepted 
as a beneficial part of treatment for conditions such as cancer, trauma, and addiction 
services, peer support has been slow to be accepted within the mental health field 
(Davidson et al., 2006).  Many inpatient state hospitals have not fully adapted to critical 
aspects of the recovery movement, including the knowledge and utilization of consumer-
based services (Swarbrick & Brice, 2007).  Because many state hospitals are grounded in 
the medical model, which focuses on symptom reduction and treatment of deficits, they 
often pay less attention to the individual’s strengths, abilities, and potential for growth 
(Swarbrick & Brice, 2007).  These settings are considered to be a challenging arena for 
consumer support and recovery advocacy to occur (Swarbrick & Brice, 2007).  Likewise, 
some professionals believe that self-help and peer support services can be less beneficial 
or helpful than services provided by trained professionals (McFadden & Rappaport, 
1994; Salzer, Rappaport, & Segre, 2001).  Upon discharge from state hospitals in New 
Jersey, consumers are more likely to be referred to nonconsumer-run organizations 
(Swarbrick & Brice, 2007) and are seldom referred to mutual peer support groups 
(Cheder, 1990; Salzer et al., 1994).  Because of this, consumers who left state hospitals 
reported having little to no awareness of consumer resources and supports, fewer self-
help skills, and were less empowered to become active planners in organizing their own 
lives (Swarbrick & Brice, 2007).  
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       Another limitation of professional peer support services is the lack of consensus and 
consistency regarding job duties and responsibilities for CPS in the behavioral health 
field (Salzer, 2010).  In 2007, the National Association of Peer Specialists distributed a 
survey to peer providers and discovered that peer support specialists participate in a 
variety of diverse job activities, such as teaching, benefits counseling, individual 
counseling, medication monitoring, crisis intervention, family education, etc. (as cited in 
Eiken & Campbell, 2008).  Additionally, some facilities, such as state hospitals, have not 
completely integrated CPSs into their facilities and professional service delivery system.  
Consequently, their participation in these types of facilities seems to be underutilized 
(Swarbrick & Brice, 2007).  Inconsistencies in job descriptions and roles in the 
professional services delivery system among facilities and possible stigma within the 
mental health profession might explain why until recently, most peer support services 
have been provided in nontraditional mental health settings, such as consumer-run 
programs (Salzer, 2010).   
       As more peers become employed within the mental health system, challenges with 
boundary setting, role confusion, and the maintenance of sufficient support and training 
are now being discussed (Faulkner & Basset, 2012).  Peer support specialists face 
conflicting roles in regard to risk practices (Scott, Doughty, and Kahi, 2011).  As the 
providers and receivers of services, they are “drawn in two directions at once” (Scott et 
al., 2011, p. 188).  They are required to use their personal encounters with mental illness 
to build the peer relationship; however, as service providers, they are part of a system that 
tends to view consumers as “risk objects” (Scott et al, 2011, p. 191).  Some peer 
specialists have had difficulty letting go of their consumer perspective and adapting to the 
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professional role (Moll, Holmes, & Geronimo, 2009).  Gates and Akabas (2007) reported 
that some peer specialists would not divulge information to other professionals out of 
concern for violating the consumer’s trust and friendship.   
       The number of disabled individuals who receive SSDI and SSI has risen from an 
estimated 3.0 million total, to 8.6 million and 6.9 million, respectively, within the period 
of 1990 to 2011 (Social Security Administration, 2012a, 2012b, 2012c).  Between 30% 
and 40% of individuals who formerly collected SSDI and/or SSI received financial 
entitlements due to having some form of mental health diagnosis (Hemmeter & Stegman, 
2013).  The literature supports the fact that many individuals who collect Social Security 
financial entitlements and wish to return to work will have difficulty sustaining 
employment in the long term (O’Leary, Livermore, & Stapleton, 2011).  Factors that 
impede the ability to successfully return to work include job instability, continued health 
issues, and job dissatisfaction (O’Leary et al., 2011).  The emotional and physical 
stressors of returning to work can also largely impact motivation and ability to maintain 
long-term employment (O’Leary et al., 2011).  It is also important to note that potential 
peer support specialists may not consider themselves eligible for full-time or partial 
employment because they could lose their SSI/SSD or other public assistance (Swarbrick 
& Brice, 2007).  They may be afraid to enter the workforce for fear that if it did not prove 
favorable, or if they are re-hospitalized, they will not have a means of supporting 
themselves.          
Summary and Conclusions  
       Despite several principles, theories (Festinger, 1954; Reissman, 1965; Shubert & 
Borkman, 1994), and preliminary research findings that the benefits of being a CPS can 
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be favorable to the consumers and CPS alike (Solomon, 2004), more research is needed 
to not only to improve awareness, but to increase our knowledge base and hopefully to 
validate the CPS as a growing profession.  The study explored the possible benefits that 
working as a CPS can have on the CPS’ personal process.  In doing so, this study 
examined potential predictors of variation in the use of mental health services and 
financial entitlements.   
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Chapter 3:  Research Question 
       This study investigated one overarching question:  Are there predictors of benefits 
and outcomes reported by the CPS?  This was examined by investigating two possible 
beneficial outcomes:  mental health service utilization (outpatient therapy, case 
management, and inpatient hospitalization) and financial entitlements (SSI, SSDI, and 
public assistance).  Can a CPS’s demographics (gender, age, etc.), work setting (type of 
facility and population worked with), work environment (ability to make an impact, 
feeling supported and understood by supervisor and co-workers, etc.), and/or training 
factors (years certified, satisfaction with training, etc.) predict variation in use of mental 
health services and financial entitlements? 
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Chapter 4:  Method 
Overview  
       This study investigated whether there are predictors of benefits reported by CPSs.  
Specific benefits this study focused on consisted of service utilization (outpatient therapy, 
case management, and inpatient hospitalization) and the use of financial entitlements 
(SSI, SSDI, public assistance).  For example, could a CPS’s demographic (gender, age, 
race, veteran status), work setting (type of facility and population worked with), work 
environment (ability to make an impact, feeling supported and understood by supervisor 
and co-workers, etc.), and/or training factors (years certified, satisfaction with training, 
etc.) correlate with reduced service utilization and/or financial entitlements?  
Design and Design Justification 
       A retrospective nonexperimental, cross-sectional research study was conducted to 
investigate the potential predictors of variation in a CPS’s use of mental health services 
and financial entitlements.  A quantitative, correlational design was chosen for this study.  
This type of study design allows for a larger sampling size and has the ability to collect 
more attitudinal data from a greater variety of participants.  The information for this 
study was obtained using archival data from a previously administered survey.  Archival 
data was chosen because it contains de-identified data that protected anonymity and 
confidentiality.  
Participants  
       Two hundred seventy-seven of 1053 trained CPSs living in the Commonwealth of 
Pennsylvania completed the original survey.  Participants were CPS trainees who 
graduated between the years of 2004 and 2010 from one of two CPS training programs in 
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Pennsylvania (the Institute on Recovery and Community Integration or Recovery 
Innovations, Inc.).  Participants were prescreened according to the following eligibility 
criteria:  Must be a Pennsylvania resident, a CPS who was trained in Pennsylvania, and 
18-years of age or older.   
       Thirteen of the 277 respondents did not indicate the year they received their CPS 
training or where they received their CPS training and were subsequently omitted from 
the present study to ensure that all participants were CPSs.  Seventy-nine respondents 
indicated that they were either not employed in a position that required them to have a 
CPS certification and/or were not volunteering in a position that involved the use of their 
CPS skills and were also omitted from the study.  For the purpose of this study, employed 
is operationally defined as CPSs who at the time of the survey had indicated that their 
work patterns fell within one or more of the following parameters: full time (30 hours or 
more a week), part time, irregular work (working on and off), military service, 
transitional employment, or sheltered employment.    
       The current study sample consisted of 185 working and/or volunteering CPS 
participants; 43.2% (n = 79) were male and 56.8% (n = 104) were female; two 
participants did not answer the question.  One hundred eighty participants reported their 
year of birth, ranging from age 24 to age 69; 5 participants did not answer the question.  
Of the 185 working and/or volunteering CPS participants, 83% (n = 151) indicated they 
were Caucasian and 17% (n = 31) indicated they were of a non-Caucasian or other 
ethnicity; three did not answer the question; 8.2% (n = 15) indicated that they had veteran 
status, 91.8% (n = 168) did not have veteran status, and two did not answer the question.   
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       With regard to work setting, because most settings listed on the survey had a low 
total response rate, for the purpose of this study, responses were consolidated into five 
broad work setting categories: outpatient, inpatient, peer run, residential, and other.  Case 
management, psychiatric rehabilitation, intensive outpatient programs, ACT, patient 
aligned care team (PACT) or function act (FACT) teams, and other typed-in responses 
that fit the outpatient category (partial program, outpatient day treatment program, in-
home, and in-community) were consolidated to make the broad category outpatient work 
setting.  State hospital, inpatient setting, and other typed-in responses that fit into this 
category were combined to make the broad category inpatient work setting.  Consumer 
run organizations (CRO), advocacy organizations, and other typed-in responses that fit 
into the peer-run category (clubhouse and peer support centers) were combined to form 
the broad category peer run work setting.  Residential Setting and other typed-in 
responses that fit into the residential category (long-term structured residential) were 
combined to form the broad category residential work setting.  County/State 
administrations, in-reach/outreach with the jails, veteran programs, and all other typed-in 
responses that did not clearly fit within one of the other four categories were combined to 
form the broad of category other work setting.  Fifty-three (28.8%) respondents indicated 
that they were working in an outpatient setting (case management, psychiatric 
rehabilitation, intensive outpatient, ACT, PACT, FACT team, etc.) at the time they 
completed the survey.  Six percent (n = 11) of respondents indicated that they were 
working in an inpatient setting (inpatient, state hospital); 20.7% (n = 38) indicated they 
were working in a peer run setting (consumer run organization, advocacy organization, 
drop-in center, etc.); 16.8% (n = 31) indicated they were working in a residential setting 
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at the time they completed the survey; and 11% (n = 6) indicated they were working in an 
other form of work setting (county/state administration, in-reach/outreach with the jails, 
veteran programs, etc.) at the time they completed the survey.   
       Regarding population worked with, 41.3% (n = 76) were working with transition-age 
youth (age 18 to 25) at the time they completed the survey; 83.2%  (n = 153) were 
working with adults (age 26-54); 59.8% (n = 110) were working with older adults (over 
55); 21.7% (n = 40) were working with the forensic population; 23.9% (n = 44) were 
working with veterans; 48.9% (n = 90)  were working with people with substance abuse 
problems; and 39.1% (n = 72)  were working with intellectual/developmentally disabled 
individuals.   
Inclusion and Exclusion Criterion 
       This study included all participants who identified themselves as certified peer 
specialists (CPS), were living in the Commonwealth of Pennsylvania, received their CPS 
training in Pennsylvania, were at least 18 years of age, and who reported that they were 
employed (full time, part time, irregular work, military service, transitional employment, 
or sheltered employment) in a position that required a CPS certification and/or were 
volunteering in a position that involved the use of their CPS skills at the time they 
completed the original survey.           
       This study excluded all participants who did not self-identify as a CPS, did not live 
in the Commonwealth of Pennsylvania, did not indicate the year and/or training vendor 
where they received their CPS training, and/or who reported as being both unemployed 
and not volunteering in a position that involved the use of their CPS skills at the time 
they completed the survey.  All respondents who left these questions blank were also 
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excluded from the study.  CPSs who indicated not having used a specific mental health 
service (outpatient, case management, or inpatient hospitalization) prior to 
training/employment were subsequently excluded from the analyses for that specific 
service utilization category. 
Recruitment 
      A list of names and addresses of 1,003 of 1,053 CPS trainees who graduated between 
2004 and 2010, were acquired from the two CPS training programs in Pennsylvania.  In 
January 2010, the original researchers sent letters to 1,003 Pennsylvania trained CPSs 
notifying them of the Pennsylvania CPS Survey.  In addition, three separate e-mails were 
sent to 440 known CPS email addresses, notifying them of the survey.  Two hundred 
seventy-seven individuals completed the survey in total.  Of those who completed the 
survey, 185 participants self-identified as working and/or volunteering as CPSs.  This 
researcher used the results of this survey for a secondary data analysis, therefore no 
recruitment of additional participants was required for the purpose of this study.   
Measures 
Pennsylvania CPS Survey (Salzer et al., 2010). This measure is a 41-item survey that was 
administered online.  The PA CPS Survey is a 15page, self-administered survey, divided 
into 13 sections: Calling all CPS (section 1), demographics (section 2), CPS training 
(section 3), employment status (sections 4 through 7), professional benefits (section 8), 
CPS training benefits (section 9), service utilization (section 10), training and 
professional interest (sections 11 and 12), thank you (section 13).  The survey was 
created for exploratory, data-collection purposes by Dr. Salzer and colleagues from the 
Pennsylvania Office of Mental Health and Substance Abuse Services (OMHSAS), the 
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Office of Vocational Rehabilitation (OVR), and the Peer Support Coalition.  No 
established reliability or validity information exists for this instrument.  
Procedure 
       Project partners in the original study were Mark Salzer, Ph.D. (Collaborative on 
Community Integration), Bill Boyer, Gina Calhoun, Jerry Goessel, and Kathy Townley 
(OMHSAS), Randy Loss (OVR), and Nicole Darr (Peer Support Coalition).  The original 
study collected information on CPS survey that was open from January 1, 2010, to March 
15, 2010.  A letter describing the survey was mailed out to 1,003 CPSs who were trained 
in the Commonwealth of Pennsylvania.  In addition, an e-mail was sent to 440 known 
CPS e-mail addresses notifying them of the survey.  At the closing of the online survey, 
271 participants responded.  Six additional survey participants were included in the data 
set after the original study was completed.  Of the 277 total participants who completed 
the survey, 264 could be clearly identified as CPSs; 185 identified as working in a 
position that required the CPS certification and/or were volunteering in a position that 
required the use of their CPS skills. 
       The questionnaire did not collect identifiers and met eligibility criteria for IRB 
review exemption from informed consent in the original study.  Permission to use this 
secondary data was obtained from Mark Salzer, Ph.D., who was associated with the 
University of Pennsylvania at the time of the original study.  (Dr. Salzer is currently 
affiliated with Temple University).   
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Chapter 5: Results 
Statistical Analyses 
       The current study used generalized linear modeling to investigate several sets of 
predictors to explain the use of mental health services and financial entitlements in CPSs.   
Potential predictors were in the broad categories of: (a) demographics (age, gender, race, 
veteran status), (b) work setting (type of facility and population worked with), (c) 
perceived work environment (ability to make an impact, feeling supported and 
understood by supervisor and co-workers, etc.), and (d) training factors (years certified, 
satisfaction with training, etc.).  Each set of predictor variables was entered as separate 
blocks in a hierarchical multiple regression when the dependent variables were 
continuous (e.g., three different types of service utilization) and a hierarchical logistic 
regression when the dependent variable was discrete (e.g., entitlement use).  The 
regression analyses were utilized to distinguish whether one broad independent variable 
category or a combination of the independent variable categories could significantly 
predict service utilization and/or use of financial entitlements in CPSs.    
Descriptive Statistics 
       Demographic Characteristics.  Descriptive information regarding the CPS’s 
demographic characteristics for both the original data sample of all CPS respondents (N = 
264) and for the working/volunteering only CPS sample (N = 185) can be found in Table 
1.  
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Table 1  
Demographic Characteristics  
        All CPSs    Working/Volunteering CPSs 
Characteristic     n     %    n     % 
Gender 
   Female    161   61.5   104  56.8 
   Male    101   38.5   79  43.2 
Age  
   23-29   11    4.2   7    3.9 
   30-39   31  12.0   22  12.2 
   40-49   93  35.9   59  32.8 
   50-59   100  38.6   74  41.1 
   60-69   24    9.3   18  10.0 
Race/Ethnicity 
   Caucasian    211   81.5   151  83.0 
   Other (non-Caucasian) 48  18.5   31  17.0 
Veteran status   20    7.6   15    8.2 
Nonveteran status  242  92.4   168  91.8 
 
Note. All CPSs: n = 264; Gender: n = 262; Age: n = 269, Race/Ethnicity: n = 259; 
Veteran Status: n = 62; Working/Volunteering CPSs: n = 185; Gender: n = 183; Age: n = 
180; Race/Ethnicity: n = 182; Veteran Status: n = 183 
 
       Work Setting Characteristics. A total of 185 working and/or volunteering CPS 
participants were included in the analysis of work setting and work populations.  General 
descriptive information for the CPS’s work setting characteristics (type of facility and 
population worked with) can be found in Table 2. 
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Table 2 
Work Setting Characteristics 
 
Characteristic      n    %    M  SD  
Type of Facility 
   Outpatient    53  28.8  .29  .45 
   Inpatient    11    6.0  .06  .24 
   Peer-run    38  20.7  .21  .41 
   Residential    31  16.8  .17  .38    
   Other    11    6.0  .06  .24 
     
Population 
   Transition-age youth  76  41.3  .41  .49 
   Adults     153  83.2  .83  .38 
   Older adults    110  59.8  .60  .49 
   Forensic    40  21.7  .22  .41  
   Veterans    44  23.9  .24  .43 
   Substance users   90  48.9  .49  .50 
   Disabled*    72  39.1  .39  .49 
 
Note. Type of Facility: n = 184; 1 missing. Population: n = 184; 1 missing. 
*Intellectually/Developmentally disabled. 
 
 
       Work Environment Characteristics.  In relation to CPS work environment, 
participants were asked to answer several questions with a Likert scale.  Response items 
were scored and a total scale score was derived for each respondent.  General descriptive 
information for the CPS’s work environment characteristics can be found in Table 3. 
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Table 3 
Work Environment Characteristics  
How would you rate your job at your agency in each of the areas… 
  
1. I have an ability to impact my agency 
2. I have opportunities for personal development at my agency 
3. I have opportunities for advancement at my agency  
4. My supervisor understands what peer support is  
5. My colleagues understand what peer support is  
6. I feel professionally supported by others in my workplace  
 
 
Note. 1 = Strongly Agree; 2 = Agree; 3 = Neither Agree nor Disagree; 4 = Disagree; and 
5 = Strongly Disagree. Likert score for working/volunteering CPS respondents: N = 170; 
M = 10.63; SD = 3.99.   
 
       Training Characteristics.  Similar to the work environment category, CPS 
participants were asked to answer several questions on a Likert scale (Table 4) regarding 
their overall training benefits.  Response items were then scored and a total scale score 
was derived for each respondent (M = 12.5; SD = 4.35).   
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Table 4 
CPS Training Benefits  
Please indicate whether you Strongly Agree, Agree, Neither Agree or Disagree, Disagree, 
or Strongly Disagree with the following statements… 
  
1. I developed new skills in the CPS training that are applicable to my life and recovery 
2. The CPS training DID NOT provide me with the knowledge and skills necessary for 
me to work with the behavioral health system 
3. I feel MORE hopeful about my future as a result of participating in the CPS training 
4. I feel MORE hopeful about the future of peers in recovery as a result of the CPS 
training 
5. The CPS training gave me more confidence that I can do things to further my own 
recovery 
6. The CPS training gave me more confidence to seek employment 
7. The CPS training gave me more confidence that I can do things to support the 
recovery of others  
8. I developed new supportive relationships with others as a result of the CPS training 
 
 
Note. 1 = Strongly Agree; 2 = Agree; 3 = Neither Agree nor Disagree; 4 = Disagree; and  
5 = Strongly Disagree, with the exception of Question 2, which was coded in reverse; 
Cumulative Likert score for working/volunteering CPS respondents: N = 181; M = 12.5; 
SD = 4.35.   
 
       Also as part of the survey, CPS participants were asked if they had created a personal 
wellness and recovery action plan (WRAP) and/or a mental health advanced directive 
(MHAD) as a result of their involvement in the CPS training.  In addition, participants 
were asked to rate their overall satisfaction with their CPS training.  Lastly, under the 
training category, respondents were asked to indicate the year they received their CPS 
certification, which was translated into years certified.  Descriptive information for these 
questions can be found in Tables 5 through 7.   
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Table 5 
CPS Training Benefits (continued) 
          
n  % 
  
I developed a wellness recovery Action Plan  
   (WRAP) as a result of my involvement in CPS training     
         Yes        93  51.1 
         No        29  15.9 
         In process       26  14.3 
         Already had       34  18.7 
     
 
I developed a Mental Health Advanced Directive        
   (MHAD) as a result of my involvement in CPS training   
         Yes        50  27.9 
         No        74  41.3 
         In process       36  20.1     
         Already had       19  10.6 
 
 
Note. 1 = Yes; 2 = No; 3 = In process; and 4 = I already had one coming into the training; 
WRAP: N = 182; MHAD:  N = 179. 
 
 
Table 6 
Overall Training Satisfaction   
        
 N  M  SD 
   
 
How satisfied were you with your CPS training? 181  1.4  .63 
 
 
Note. 1 = Very Satisfied; 2 = Satisfied; 3 = Neither Satisfied nor Dissatisfied;  
4 = Dissatisfied; and 5 = Very Dissatisfied. 
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Table 7  
Years Certified as a CPS 
      
Characteristic      n   %  
   
 
Years Certified:   
          <1    4   2.2    
 1    42   22.8 
 2    53   28.8 
3    45   24.5 
4    37   20.1 
5    3   1.6 
   
 
Note. N = 184; missing; M = 2.42; SD = 1.16. 
 
       Additional Descriptive Statistics for the Criterion Variables. For the criterion 
variables measuring for service utilization, CPSs were asked to indicate how the CPS 
training impacted their use of mental health services (2= Increased a lot; 3= Increased; 4= 
Increased a little; 5= No change; 6= Decreased a little; 7= Decreased; and 8= Decreased a 
lot).  Of the 185 CPS who participated in the study, 148 CPSs were included in the 
analyses examining outpatient therapy service utilization (M = 5.13; SD = 1.69); CPSs 
who either left the question blank or indicated that they had not used outpatient services 
prior to CPS training/employment were subsequently excluded from the outpatient 
analyses.  One hundred fifteen CPSs were included in the analyses examining case 
management services (M = 5.54; SD = 1.80); CPSs who either left the question blank or 
indicated that they had not used case management services prior to CPS 
training/employment were subsequently excluded from the case management analyses.  
One hundred twenty-five CPSs were included in the analyses examining inpatient 
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hospitalization service use (M= 6.11; SD= 1.88); CPSs who either left the question blank 
or indicated that they had not used inpatient services prior to CPS training/employment 
were subsequently excluded from the inpatient analyses.  
       Of the 185 participants in the study, 145 responded to the question, “Have you been 
able to get off or reduce public assistance (SSI/SSDI) or public assistance because of 
your employment as a CPS?”  Seventy-nine (54.5%) respondents indicated yes, and 
sixty-six (45.5%) respondents indicated no.   
Hierarchical Multiple Regression Analyses for Service Utilization 
 
       Three hierarchical multiple regression analyses were used to model the effects of 
four classes of variables on the degree of service use (outpatient, case management, and 
inpatient hospitalization).  All regression analyses examined each of these classes of 
variables in blocks: (a) demographics (gender, age, race, and veteran status; (b) work 
setting (type of facility and population); (c) work environment (work satisfaction ratings 
and supervisor and co-worker understanding ratings by CPS), and (d) training (years 
certified, satisfaction with training, training benefits).  . 
       Outpatient services.  A hierarchical multiple regression analysis was used to model 
the effects of four classes of variables on the degree of outpatient service use.  A model 
summary of the regression for Outpatient services can be found in Table 8. 
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Table 8 
Model Summary of Regression for Outpatient Services 
Model     R      R²        Adj R²     SSE           R² Change      F           df      p 
                              
1 .259   .067          .038 1.683                            2.282         4, 127       .064 
2 .425   .180        .066 1.658          .113    1.582       16, 115       .085 
3 .428   .183        .061 1.663          .003    1.502       17, 114       .106 
4 .490   .240        .086 1.640          .057    1.562       22, 109       .069 
 
       Model 1.  All demographic variables (gender, age, race, and veteran status) were 
entered into the first block of the regression.  Results showed that this model did not have 
significance (F = 2.282, p = .064).  Model 1 only explained 7% of the variance in 
outpatient service utilization (R² = .067).  See Table 9 for a summary of the regression 
coefficients for this model. 
 
Table 9 
Hierarchical Regression for Model 1: Outpatient Services 
Predictors            
              B              SE      β       t     p        
Demographic   
     Gender   .354  .315   .103   1.123  .264 
     Age  -.030  .015  -.178  -2.049  .043 
     Race    .072  .414   .015    .173  .863 
     Veteran  1.352  .573   .219  2.358  .020 
 
 
Note. Model 1:  p = .064 
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       Model 2.  All demographic variables and all work setting variables (settings and 
populations) were then entered into the second block of the regression.  Adding work 
setting variables resulted in an increase in the R² (.180). Model 2 accounted for 18% of 
the variation, but adding work setting variables did not significantly improve the 
predictive value of outpatient services (R²  change = .113, F = 1.582, p = .214).  The 
ANOVA for model 2 was not significant (p = .085).  See Table 10 for model summary of 
the hierarchical regression.   
 
Table 10 
Hierarchical Regression for Model 2: Outpatient Services 
Predictors            
               B               SE      β        t     p        
 
Demographic   
   Gender    .258  .322   .075     .800  .425 
   Age    -.020  .015  -.121  -1.331  .186 
   Race     .030  .452   .006     .067  .947 
   Veteran  1.562  .593   .253    2.635  .010 
 
Work Setting  
   Type of Facility  
      Outpatient   .037  .458   .010   .081  .935 
      Inpatient  -.358  .759  -.047  -.472  .638 
      Peer-run   .240  .503   .058   .477  .635 
      Residential -.452  .548  -.099  -.825  .411 
      Other   .490  .707   .068   .692  .490 
       
   Type of population 
      Youth   .126  .375   .036    .336  .737 
      Adult   .736  .519   .151  1.418  .159 
      Older adult  .508  .412   .143  1.233  .220 
      Forensic   .915  .445   .222  2.058  .042 
      Veterans  -.135  .470  -.033  -.288  .774 
      Substance abuse -.327  .403  -.096  -.812  .419 
      Disabled  -.204  .339  -.058  -.601  .549 
Note. Model 2: p = .085 
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       Model 3.  All demographic, work setting, and work environment factor predictor 
variables were then entered into block 3 of the regression.  Adding work environment 
factors resulted in a very small an increase in the R² (.183).  Model 3 accounted for 
18.3% of the variation, but adding work environment factors did not improve the 
predictive value of outpatient services (R² change = .003, F = 1.502, p = .551).  The 
ANOVA for model 3 was not significant (p = .106).  See Table 11 for model summary of 
the hierarchical regression.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AN EXPLORATION OF THE BENEFITS OF  51 
Table 11 
Hierarchical Regression for Model 3: Outpatient Services 
 
Predictors            
              B                 SE      β        t     p        
     
Demographic  
   Gender    .240    .324   .070     .739  .461 
   Age    -.021    .015  -.123  -1.348  .180  
   Race    -.001    .456   .000    -.002  .999 
   Veteran  1.560    .594   .252   2.626  .010 
 
Work Setting  
   Type of facility      
      Outpatient   .006    .462   .002    .012  .990 
      Inpatient  -.353    .761  -.046   -.464  .644 
      Peer-run   .281    .509   .068    .552  .582 
      Residential -.482    .552  -.105   -.872  .385 
      Other   .505    .710   .070    .711  .478 
    
Type of population 
      Youth   .116    .377   .034    .308  .759 
      Adult   .753    .522   .155  1.443  .152 
      Older adult  .530    .415   .149  1.277  .204 
      Forensic   .875    .451   .212  1.940  .055 
      Veterans  -.111    .473  -.027   -.234  .815 
      Substance abuse -.320    .404  -.093   -.791  .431 
      Disabled  -.204    .340  -.058   -.601  .549 
 
Work Environment 
   Likert score   .024    .040   .055    .598  .551 
 
Note. Model 3: p = .106 
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       Model 4. All demographic, work setting, work environment, and training predictor 
variables were then entered into block 4 of the regression.  Adding training predictor 
variables resulted in an increase in the R² (.240).  Model 4 accounted for 24% of the 
variation, but adding training factors did not improve the predictive value of outpatient 
services (R² change = .057, F = 1.562, p = .159).  The ANOVA for model 4 was not 
significant (p = .069).  See Table 12 for model summary of the hierarchical regression.   
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Table 12  
Hierarchical Regression for Model 4: Outpatient Services  
Predictors            
               B               SE      β     t    p        
.       
Demographic   
   Gender     .098       .344   .028      .284  .777 
   Age     -.022  .015  -.132           -1.454  .149      
   Race     -.066  .456  -.014             -.145  .885 
   Veteran   1.775  .611              .287            2.903  .004 
 
Work Setting  
   Type of facility  
      Outpatient    -.075  .465             -.020             -.161  .872 
      Inpatient    -.764  .768  -.100             -.995  .322 
      Peer-run     .113  .523   .027   .216  .829 
      Residential   -.663  .571  -.145           -1.160  .248 
      Other     .303  .713   .042   .425  .672 
 
   Type of population 
      Youth     .088  .377   .025   .232  .817    
      Adult     .861  .523   .177            1.647  .102 
      Older adult    .603  .431   .170            1.399  .165 
      Forensic     .835  .451   .202            1.851  .067 
      Veterans    -.158  .471  -.039             -.335  .738 
      Substance abuse   -.332  .418  -.097             -.794  .439 
      Disabled    -.246  .349  -.070             -.704  .483 
 
Work Environment 
   Likert score     .053  .044   .120            1.196  .234 
 
Training 
   Training Benefits    -.092  .045  -.222           -2.041  .044 
   Developed WRAP    .303  .150   .212            2.015  .046 
   Developed MHAD   -.081  .186  -.045             -.437  .663 
   Training satisfaction   .239  .301   .083   .794  .429 
   Years certified    .127  .139   .086   .918  .361 
 
Note. Model 4: p= .069        
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       Case management services.  A hierarchical multiple regression analysis was used to 
model the effects of four classes of variables on the amount of case management service 
use.  A model summary of the regression analysis for variables predicting case 
management service use can be found in Table 13. 
 
Table 13 
Model Summary of Regression for Case Management Services 
Model   R    R²      Adj R²    SSE           R² Change       F         df                 p 
1      .371  .137      .103           1.680                3.941        4, 99  .005** 
2 .525  .275      .142           1.643           .138   2.066       16, 87  .017* 
3 .52        .275         .132           1.652           .000            1.922       17, 86  .026* 
4 .573      .328      .146           1.639           .053   1.800       22, 81  .030* 
 
Note. *p < .05; **p < .01 
 
       Model 1.  Results of the first block of the regression with demographic 
characteristics (gender, age, race, and veteran status) as predictor variables showed that 
this model had significance (p = .005).  Model 1 explained 13.7% of the variance in case 
management service utilization.  See Table 14 for a summary of the regression 
coefficients for this model.  As can be seen in this table, age (p = .005) and veteran status 
(p = .024) were found to be significant predictors of case management service utilization.  
Age had a negative regressions weight, indicating that older CPSs reported a significant 
increase in case management services after controlling for the other variables in the 
model (β = -.275, t = -2.906, p = .005).  In contrast, veteran status had significant positive 
regressions weight, indicating that CPSs who had veteran status reported a significant 
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decrease in case management services after controlling for the other variables in the 
model (β = .231, t = 2.297, p = .024).   
 
Table 14 
Hierarchical Regression for Model 1: Case Management Services 
Predictors  
     
                    B       SE           β                 t       p 
Demographic   
   Gender         -.006      .352      -.002    -.017    .987 
   Age          -.047      .016         -.275  -2.906    .005** 
   Race                  .435      .465       .089     .935    .352 
   Veteran        1.386      .603                  .231   2.397    .024* 
 
Note. *p < .05; **p < .01 
        
       Model 2.  All demographic variables and all work setting variables (settings and 
populations) were then entered into the second block of the regression.  Adding work 
setting variables resulted in an increase in the R² (.275).  Model 2 accounted for 27.5% of 
the variation, but adding work setting variables did not significantly improve the 
predictive value of case management services (R²  change = .138, F = 2.066, p = .191) . 
However, the ANOVA for model 2 was significant (p = .017).  Age (p = .027) and 
veteran status (p = .009) were found to be significant predictors of case management 
service utilization.  Age had a negative regressions weight, indicating that older CPSs 
reported an increase in case management services after controlling for the other variables 
in the model (β = -.219, t = -2.246, p = .027).  In contrast, veteran status had significant 
positive regressions weight, indicating that CPSs who had veteran status reported a 
significant decrease in case management services after controlling for the other variables 
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in the model (β = .279, t = 2.675, p = .009).  See Table 15 for model summary of the 
hierarchical regression.  
 
Table 15 
Hierarchical Regression for Model 2: Case Management Services 
Predictors        
                       B            SE    β       t     p     
________________________________________________________________________ 
Demographic   
   Gender             -.006          .379           -.002    -.017  .987 
   Age              -.038            .017           -.219  -2.246  .027* 
   Race               .577          .510            .118   1.131  .261 
   Veteran            1.672          .625            .279   2.675  .009** 
 
Work Setting  
   Type of facility  
      Outpatient              .259          .522            .067     .496  .621 
      Inpatient             -.689          .788           -.098    -.874  .384 
      Peer-run             -.103          .559           -.025    -.184  .854 
      Residential            -.541          .655           -.108    -.826  .411 
      Other              .212          .759            .030     .279  .781 
 
   Type of population 
      Youth              .775          .427            .218   1.814  .073 
      Adult              .601          .580                   .126   1.035  .303 
      Older Adult            .140          .486            .038     .288  .774 
      Forensic              .838          .501            .194   1.671  .098 
      Veterans             -.002          .529                  -.001    -.004  .997 
      Substance abuse    -.252          .486                  -.071    -.519  .605 
      Disabled             -.332          .410           -.091    -.811  .420 
 
Note. *p < .05; **p < .01 
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       Model 3. All demographic, work setting, and work environment factor predictor 
variables were then entered into block 3 of the regression.  Adding work environment 
factors did not increase in the R² (.275).  Model 3 accounted for 27.5% of the variation, 
but adding work environment variables did not improve the predictive value of case 
management services (R² change = .00, F = 1.922, p = .994).  However, the ANOVA for 
model 3 was significant (p = .026).  Age (p = .028) and veteran status (p = .009) remain 
predictors of case management service utilization.  Age had a negative regressions 
weight, indicating that older CPSs had an increase in case management services after 
controlling for the other variables in the model (β = -.219, t = -2.231, p = .028).  Veteran 
status had significant positive regressions weight, indicating that CPSs who indicated 
having veteran status reported a significant decrease in case management services after 
controlling for the other variables in the model (β = .279, t = 2.659, p = .009).  See Table 
16 for model summary of the hierarchical regression. 
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Table 16 
Hierarchical Regression for Model 3: Case Management Services 
Predictors   
 
              B               SE      β        t     p     
 
Demographic   
   Gender   -.007  .386  -.002    -.017  .986 
   Age    -.038  .017  -.219  -2.231  .028* 
   Race     .576  .525   .118   1.097  .276     
   Veteran  1.672  .629   .279   2.659  .009** 
 
Work Setting  
   Type of facility  
      Outpatient    .258  .540   .067     .478  .634 
      Inpatient   -.689  .793  -.098    -.869  .387 
      Peer-run   -.103  .564  -.025    -.182  .856 
      Residential  -.542  .670  -.108    -.809  .421 
      Other    .212  .764   .030     .277  .782 
 
   Type of population 
      Youth    .775  .431   .217   1.799  .076 
      Adult    .601  .585   .126   1.027  .307 
      Older adult   .140  .495   .038     .284  .777 
      Forensic    .837  .508   .194   1.646  .103 
      Veterans   -.001  .540   .000    -.003    .998 
      Substance abuse  -.252  .488  -.071    -.516  .607 
      Disabled   -.332  .412  -.091    -.806  .423 
 
Work Environment 
   Likert score    .000  .047   .001     .008  .994 
 
Note. *p < .05; **p < .01 
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        Model 4. All demographic, work setting, work environment, and training predictor 
variables were then entered into block 4 of the regression.  Adding training predictor 
variables resulted in an increase in the R² (.328).  Model 4 accounted for nearly 33% of 
the variation, but adding training factors did not improve the predictive value of case 
management services (R² change = .053, F = 1.800, p = .281).  However, the ANOVA for 
model 4 was significant (p = .030).  In model 4, age (β = -.211, t = -2.123, p = .037), 
veteran status (β = .330, t = 3.067, p = .003), and overall training benefits (β = -.277,  
t = -2.360, p = .021) were found to be significant predictors of case management service 
use.  Age had a negative regressions weight, indicating that older CPSs reported an 
increase in case management services after controlling for the other variables in the 
model (β = -.211).  Veteran status had positive regressions weight, indicating that CPSs 
who had veteran status reported a decrease in case management services after controlling 
for the other variables in the model (β = .330).  Overall training benefits factor had a 
negative regressions weight, indicating that CPSs who reported greater overall benefits 
from the CPS training reported an increase in case management services (β = -.277).  See 
Table 17 for model summary of the hierarchical regression.  
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Table 17 
Hierarchical Regression for Model 4: Case Management Services  
Predictors   
         
                     B      SE      β        t     p     
        
Demographic   
   Gender          -.012     .424  -.003    -.028  .978 
   Age           -.036     .017  -.211  -2.123  .037* 
   Race               .561     .535   .115   1.048  .298 
   Veteran         1.976     .644   .330   3.067  .003** 
 
Work Setting  
   Type of facility  
      Outpatient           .298     .556   .077     .536  .594 
      Inpatient          -.932     .806  -.132   1.157  .251 
      Peer-run           .045     .591   .011     .077  .939 
      Residential         -.364     .703  -.072    -.518  .606 
      Other          -.067     .771  -.010    -.087  .931 
 
   Type of population 
      Youth           .817     .440   .229   1.856  .067 
      Adult           .573     .594   .120     .964  .338 
      Older adult          .318     .524   .086     .607  .546 
      Forensic           .787     .507   .182   1.552  .125 
      Veterans          -.015     .542  -.004    -.027  .978 
      Substance abuse         -.359     .516  -.102    -.695  .489 
      Disabled          -.539     .427  -.148  -1.263  .210 
 
Work Environment 
   Likert score           .039     .051   .086     .754  .453 
 
Training  
   Training benefits          -.120     .051  -.277  -2.360  .021* 
   Developed WRAP          .051     .176   .034     .290  .773 
   Developed MHAD          .226     .211   .123   1.072  .287 
   Training satisfaction         .173     .344   .057     .503  .616 
   Years certified          .046     .167   .029     .273  .785 
 
Note. *p < .05; **p < .01 
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       In summary, the regression analysis revealed three variables that significantly 
influenced case management service utilization.  CPSs who were older and CPSs who 
perceived greater overall training benefits reported a significant increase in their case 
management service utilization.  CPSs with veteran status were more likely to report that 
their case management service use decreased as a result of their CPS training. 
       Inpatient hospitalization.  A hierarchical multiple regression analysis was used to 
model the effects of four classes of variables on the degree of inpatient hospital service 
use.  A model summary of the regression analyses for variables predicting inpatient 
service use can be found in Table 18. 
 
Table 18 
Model Summary of Regression for Inpatient Services 
Model    R      R²        Adj R²         SSE        R² Change      F          df    p  
1 .282   .079        .046    1.835            2.369       4, 110 .057* 
2 .399   .159        .022    1.858        .08   1.161       16, 98 .313 
3 .425   .181        .037    1.844        .022   1.260       17, 97 .235 
4 .523   .274        .100    1.782        .093   1.578       22, 92 .069  
 
Note. *close to significance 
 
       Model 1.  All demographic variables (gender, age, race, and veteran status) were 
entered into the first block of the regression.  An ANOVA of model approached 
significance in predicting variability in the use of inpatient hospital services (F = 2.369,  
p = .057).  Model 1 explained approximately 8% of the variance in inpatient service 
utilization (R² = .079).  See Table 19 for a summary of the regression coefficients for this 
model.  Age had a negative regressions weight, indicating that older CPSs reported an 
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increase in inpatient services after controlling for the other variables in the model (β = -
.221, t = -2.376, p = .019).   
 
Table 19 
Hierarchical Regression for Model 1: Inpatient Services 
Predictors          
            B         SE      β        t     p     
.        
Demographic   
   Gender  -.424  .367  -.113  -1.156  .250 
   Age   -.041  .017  -.221  -2.376  .019* 
   Race    .471  .487   .089     .966  .336 
   Veteran   .300  .626   .047     .479  .633 
 
Note. ªModel 1: p= .057; ᵇ*close to significance  
 
       Model 2.  All demographic variables and all work setting variables (settings and 
populations) were then entered into the second block of the regression.  Adding work 
setting variables resulted in an increase in the R² (.159).  Model 2 accounted for 16% of 
the variation, but adding work setting variables did not significantly improve the 
predictive value of inpatient services (R² change = .08, F = 1.161, p = .672).  The 
ANOVA for model 2 was not significant (p = .313).  See Table 20 for model summary of 
the hierarchical regression.   
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Table 20 
Hierarchical Regression for Model 2: Inpatient Services 
Predictors         
                             B              SE      β        t     p     
                           
Demographic   
   Gender              -.460             .381  -.123  -1.209  .229 
   Age               -.031             .019  -.166  -1.619  .109 
   Race                .332             .558   .063     .595  .553 
   Veteran               .554             .681   .087     .814  .418 
 
Work Setting  
   Type of facility  
      Outpatient              -.241             .550  -.060    -.439  .662 
      Inpatient              -.265             .865  -.034    -.306  .760 
      Peer-run              -.126             .612  -.028    -.205  .838 
      Residential             -.730             .653  -.145  -1.118  .266 
      Other               .608             .892   .072     .682  .497 
 
   Type of population 
      Youth               .327             .479   .086     .684  .496 
      Adult             1.160             .625   .220   1.857  .066 
      Older adult             -.054             .493  -.014    -.109  .913 
      Forensic               .961             .586   .205   1.638  .105 
      Veterans   -.206             .618  -.048    -.332  .740 
      Substance abuse  -.344             .520  -.092    -.662  .510 
      Disabled   -.127             .420  -.033    -.301  .764 
 
Note. Model 2: p = .313 
  
       Model 3.  All demographic, work setting, and work environment factor predictor 
variables were then entered into block 3 of the regression.  Adding work environment 
factors resulted in an increase in the R² (.181).  Model 3 accounted for 18.1% of the 
variation, but adding environmental did not improve the predictive value of inpatient 
services (R² change = .022, F = 1.260, p = .114).  The ANOVA for model 3 was not 
significant (p = .235).  See Table 21 for model summary of the hierarchical regression.   
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Table 21 
Hierarchical Regression for Model 3: Inpatient Services 
Predictors       
              B               SE       β        t     p     
      
Demographic   
   Gender   -.373   .382  -.099    -.976  .331 
   Age    -.033   .019  -.178  -1.746  .084 
   Race     .393   .555   .074     .707  .481 
   Veteran    .631   .677   .099     .932  .353 
 
Work Setting  
   Type of facility  
      Outpatient   -.084   .554  -.021    -.152  .879 
      Inpatient   -.321   .859  -.041    -.374  .709 
      Peer-run   -.220   .610  -.048    -.361  .719 
      Residential  -.569   .656  -.113    -.868  .387 
      Other    .609   .885   .072     .688  .493 
 
   Type of population 
      Youth    .350   .475   .092     .735  .464 
      Adult  1.001   .628   .190   1.595  .114 
      Older adult  -.139   .492  -.036    -.282  .778 
      Forensic  1.012   .583   .216   1.736  .086 
      Veterans   -.297   .616  -.069    -.483  .630 
      Substance abuse  -.296   .517  -.079    -.574  .567 
      Disabled   -.125   .417  -.032    -.300  .765 
 
Work Environment 
   Likert score   -.078   .049  -.162  -1.596  .114 
  
Note. Model 3:  p = .235 
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       Model 4.  All demographic, work setting, work environment, and training predictor 
variables were then entered into block 4 of the regression.  Adding training predictor 
variables resulted in an increase in the R² (.274).  Model 4 accounted for nearly 27.4% of 
the variation, and adding training factors improved the predictive value of inpatient 
services (R² change = .093, F = 1.578, p = .046).  However, the ANOVA for model 4 was 
not significant (p = .069).  See Table 22 for model summary of the hierarchical 
regression.   
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Table 22 
Hierarchical Regression for Model 4: Inpatient Services 
Predictors          
                     B       SE         β        t     p     
  
Demographic   
   Gender          -.270      .398    -.072    -.677  .500 
   Age           -.035      .019    -.185  -1.828  .071 
   Race                     .190             .545     .036     .348  .728 
   Veteran         1.204      .690     .189   1.744  .084 
 
Work Setting  
   Type of facility  
      Outpatient           .086       .566     .021     .151  .880 
      Inpatient                     -.470       .855    -.060    -.550  .584 
      Peer-run                      .087       .627     .019     .139  .890 
      Residential                    -.214       .668    -.043    -.321  .749 
      Other                      .211       .870     .025     .242  .809  
 
  Type of population 
      Youth           .336       .471     .088     .713  .477    
      Adult         1.036       .620     .197   1.672  .098 
      Older adult          .250       .517     .064     .485  .629 
      Forensic           .689       .582     .147   1.184  .240 
      Veterans          -.252       .598    -.059    -.422  .674 
      Substance abuse            -.346       .531    -.093    -.652  .516 
      Disabled                     -.647       .433    -.168  -1.494  .139 
 
Work Environment 
   Likert score                     -.008       .053    -.017    -.156  .876 
 
Training 
   Training benefits              -.164       .055    -.359  -2.998  .003 
   Developed WRAP         -.072       .171    -.047    -.421  .674 
   Developed MHAD          .405       .218     .211   1.860  .066 
   Training satisfaction        -.044       .333    -.014    -.133  .894 
   Years certified                   .109       .171     .067     .636  .527 
 
Note. Model 4: p = .069 
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Logistic Regression Analyses for Financial Entitlements  
       A logistic regression analysis was performed to assess prediction of variation in the 
use of financial entitlements by working/volunteering CPS respondents.  As with the 
analyses of service use, the analysis of financial entitlements examined the following 
classes of variables in blocks: (a) demographics (gender, age, race, and veteran status; (b) 
work setting (type of facility and population); (c) work environment (work satisfaction 
ratings, and supervisor/co-worker understanding ratings, etc.), and (d) training (years 
certified, satisfaction with training, etc.).  From this data sample, 132 were included in 
the final analyses because some of the participants left various survey questions blank.  
Both the Cox and Snell R² and the Nagelkerke R² will be considered when examining the 
results of this study.  The model change data for the logistic regression can be found in 
Table 23.        
 
Table 23 
Model Summary of Logistic Regression for Financial Entitlements  
M¹       Chi-s²      df      p       -2 LL              Cox &       N³ R     Model Change 
                            Snell R              Chi-s²        df        p 
________________________________________________________________________ 
1   8.939        4   .063   172.959a          .065       .088  
2 19.365      16   .250   162.533a          .136       .182 10.426     12      .579 
3 23.583      17   .131   158.315a      .164       .219             4.218       1      .040*  
4 40.043      22   .011**  141.856a      .262       .350 16.459       5     .006** 
 
Note. ¹ Model; ² Chi-square; ³Nagelkerk R; *p < .05; ** p < .01 
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       Model 1. All demographic variables (gender, age, race, and veteran status) were 
entered into the first block of the regression.  Results of the first block with demographic 
characteristics as predictor variables showed that this model did not have significance 
(Block and Model, p =.063; Cox & Snell R2 = .065; Nagelkerke R2 = .088).  See Table 24 
for a summary of the regression coefficients for this model.   
 
Table 24 
Logistic Regression for Model 1: Financial Entitlements 
Predictors            
             B  SE            Wald x               p           exp (b)  
 
Demographic   
     Gender  -.438  .390  1.256  .262    .646  
     Age  -.045  .020  5.337  .021    .956  
     Race  -.870  .501  3.013  .083    .419  
     Veteran   .156  .697    .050  .823  1.169 
 
Note. Model 1: p = .063       
 
       Model 2.  All demographic variables and all work setting variables were then entered 
into the second block of the regression.  Results of the second block with work setting 
characteristics added as predictor variables showed that this model did not have 
significance (Block, p = .597; Model, p = .250; Cox and Snell R² = .136; Nagelkerke R² 
= .182).  See Table 25 for a summary of the regression coefficients for this model.   
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Table 25 
Logistic Regression for Model 2: Financial Entitlements 
Predictors      
               B     SE            Wald x                p             exp (b)     
 
Demographic   
   Gender   -.485    .424  1.310  .252    .616  
   Age    -.050    .022  5.258  .022    .951       
   Race     -.745    .599  1.547  .214    .475  
   Veteran    .267    .772    .120  .729  1.307 
 
Work Setting  
   Type of facility  
      Outpatient    .762    .617  1.526  .217  2.143 
      Inpatient   -.341    .975    .123  .726    .711 
      Peer-run   -.360    .723    .247  .619    .698 
      Residential   .325    .716    .205  .650  1.383 
      Other  1.090  1.058  1.061  .303  2.975 
 
   Type of population 
      Youth    .050    .501    .010  .920  1.051 
      Adult    .523    .714    .536  .464  1.687 
      Older adult  -.624    .539  1.340  .247    .536 
      Forensic    .085    .592    .020  .886  1.088 
      Veterans    .117    .625    .035  .851  1.124 
      Substance abuse   .497    .543    .837  .360  1.644 
      Disabled    .206    .443    .217  .642  1.229 
 
Note. Model 2: p = .250       
 
       Model 3.  All demographic, work setting, and all work environment factor predictor 
variables were then entered into the third block of the regression.  The model itself was 
not found to be significant; however, the block was found to be significant (Block,  
p = .040; Model, p = .131; Cox and Snell R2 = .164; Nagelkerke R2 = .219), describing 
about 22% of the variation in financial entitlement use.  Within model 3, age (p = .024; 
Wald = 5.097; β = -.049) and work environment factors (p = .047; Wald = 3.955; β = -
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.113) were found to be significant predictors of financial entitlement use.  Older working 
or volunteering CPSs were 1.05 times less likely to eliminate or reduce their use of 
financial entitlements (Exp(β) = .952).  Those CPSs who self-reported having greater 
work environment benefits (support, understanding, etc.) were 1.12 times more likely to 
reduce their financial entitlement use (Exp(β) = .894), while holding all other variables 
constant.  See Table 26 for a summary of the regression coefficients for this model.   
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Table 26 
Logistic Regression for Model 3: Financial Entitlements 
Predictors       
             B     SE            Wald x                p           exp (b)   
 
Demographic   
   Gender   -.455    .432  1.111  .292    .634 
   Age    -.049    .022  5.097  .024*    .952 
   Race    -.554    .625    .786  .375    .575 
   Veteran    .234    .805    .084  .771  1.264 
 
Work Setting  
   Type of facility  
      Outpatient    .935    .644  2.105  .147  2.547 
      Inpatient   -.440  1.009    .190  .663    .644 
      Peer-run   -.577    .749    .593  .441    .561 
      Residential   .443    .734    .364  .546  1.558 
      Other  1.060  1.075    .971  .324  2.886 
 
   Type of population 
      Youth    .033    .512    .004  .949  1.033 
      Adult    .468    .729    .413  .521  1.597 
      Older adult  -.838    .556  2.274  .132    .433 
      Forensic    .267    .607    .194  .659  1.307 
      Veterans   -.001    .635    .000  .998    .999 
      Substance abuse   .536    .557    .924  .336  1.709 
      Disabled    .298    .457    .427  .514  1.348 
 
Work Environment 
   Likert score   -.113    .057  3.955  .047*    .894 
 
Note. ªModel 3: p = .131; ᵇModel Change: p = .040; *p < .05 
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       Model 4.  All demographic, work setting, work environment, and all training 
predictor variables were then entered into the fourth block of the regression.  Model 4 
was found to be significant in predicting variability in financial entitlement use (Block, p 
= .006; Model, p = .011; Cox and Snell R2 = .262; Nagelkerke R2 = .350), describing 
about 35% of the variation in financial entitlement use.  Age (p = .003; Wald = 8.611; β = 
-.075) was found to be significant demographic predictors of financial entitlement use.  
Older working or volunteering CPSs were 1.08 times less likely to eliminate or reduce 
their use of financial entitlements (Exp(β)= .928).  Outpatient work setting (p = .020; 
Wald = 5.419; β = -1.755) was found to be a significant work setting predictor of 
financial entitlement use.  CPSs who worked in outpatient settings were 5.8 times more 
likely to report a reduction in their financial entitlement use than CPSs who did not 
(Exp(β)= 5.785).  Also within model 4, the number of years a CPS had been certified was 
found to be a significant predictor of financial entitlement use (p = .000; Wald = 12.411; 
β = .819).  For every year of experience since certification, CPSs were 2.3 times more 
likely to reduce their use of entitlements (Exp(β) = 2.268).  A summary of model 4 can be 
found in Table 27. 
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Table 27 
Logistic Regression for Model 4: Financial Entitlements 
Predictors            
                     B      SE            Wald x                p           exp (b)   
  
Demographic  
   Gender            -.624      .493   1.604  .205            .536 
   Age             -.075      .026   8.611  .003**    .928 
   Race             -.875      .671   1.703  .192    .417 
   Veteran             .696      .906    .589  .443  2.005 
 
Work Setting  
   Type of facility  
      Outpatient          -1.755      .754   5.419  .020*  5.785 
      Inpatient            -.466    1.063     .192  .661    .627 
      Peer-run            -.313      .843     .138  .710    .731 
      Residential          1.179      .840   1.972  .160  3.251 
      Other           1.585    1.155   1.886  .170  4.881 
 
   Type of population 
      Youth             .029      .583     .002  .961  1.029     
      Adult             .581      .789     .543  .461  1.788 
      Older adult         -1.240      .673   3.395  .065    .289 
      Forensic             .174        .642     .073  .787  1.189 
      Veterans            -.294      .668     .194  .660    .745 
      Substance abuse            .239      .641     .139  .709  1.270 
      Disabled             .552      .510   1.173  .279  1.737 
 
Work Environment 
   Likert score            -.099      .065   2.326  .127    .906 
 
Training 
   Training benefits           -.020      .059     .117  .732    .980 
   Developed WRAP            .239      .208   1.323  .250  1.271 
   Developed MHAD            .126      .254    .245  .621  1.134 
   Training satisfaction          -.051      .410    .016  .901    .950 
   Years certified            .819      .233           12.411  .000**  2.268 
 
Note. *p < .05; **p < .01 
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Chapter 6:  Discussion 
            In addition to assisting others, the literature indicates that the CPSs may gain a 
shared benefit from the CPS experience (Solomon, 2004).  The purpose of this study was 
to examine the benefits that working as a CPS can have on the CPS’s personal recovery 
process and health care costs.  Two benefits that were explored are a CPS’s service 
utilization (outpatient therapy, case management, and inpatient hospitalization) and 
financial entitlements (SSI, SSDI, and public assistance).  This study investigated 
possible classes of predictors of these benefits:  demographics (gender, age, etc.), work 
setting (type of facility and population worked with), work environment (ability to make 
an impact, feeling supported and understood by supervisor and co-workers, etc.), and 
training factors (years certified, satisfaction with training, etc.) to determine if they 
correlate with reduced service utilization and/or financial entitlement.   
Significance: Service Utilization 
       Demographics. The results of this study suggest that the broad category of 
demographics (gender, age, race/ethnicity, veteran status) was not a significant predictor 
of outpatient mental health services; however, this category was a significant predictor of 
case management service utilization and approached significance in predicting inpatient 
hospital service use.  The demographics category accounted for 13.7% of the variance in 
case management service use when compared to the other three predictor categories 
(work setting, work environment, and training).   
       Within the demographics category, gender and race did not significantly predict 
variation in CPS’s own mental health service use (outpatient, case management, or 
inpatient).  However, the results of this study suggest that CPS’s age may be a predictor 
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of case management and inpatient service use.  Older CPSs reported a significant increase 
in case management services and a nearly significant increase in inpatient service use.  
Because this study is exploratory in nature and because the research on CPSs is still in its 
beginning stages, the exact reason(s) that older CPSs reported an increase in their own 
case management and inpatient hospital use is not fully understood.  There are several 
possible explanations.  Regarding case management services, older CPSs may be using 
more case management services than younger CPSs due to greater eligibility.  Older 
CPSs are more likely to have had their mental illnesses for a greater period of time.  They 
are more likely to have been in the mental health system longer and may have already 
received other mental health services that typically occur prior to a case management 
referral.  It is also important to consider that case management and inpatient services may 
have a reciprocal relationship.  For example, case management services are commonly 
coordinated by mental health professionals while a consumer is in the hospital.  
Therefore, if older CPSs are reporting an increase in hospitalizations, they may be more 
apt to report an increase in case management services, as well.  Similarly, older CPSs 
might be reporting an increase in inpatient hospitalization due to the increased monitoring 
that occurs when linked with case management services.  
       Another possible explanation for why older CPSs are reporting an increase in case 
management and inpatient hospital use may be due to an increase in mental health service 
awareness.  Through the CPS career process, older CPSs may be more aware of the 
benefits and services that are available to them.  Because older CPSs have likely had their 
mental illnesses longer, they may better recognize the support that case management 
services offer.  They are likely to have had more lived experience with their mental 
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illnesses and may be better able to recognize the need for mental health services in their 
own life.   
       This study offers preliminary information about a CPS’s veteran status and the 
potential for it to be a predictor of case management use.  Because the number of veteran 
CPSs who were enrolled in this study was low (n = 15), it is difficult to say for certain if 
the results can be considered meaningful; more research is warranted for further 
clarification of this finding.  Because this study is exploratory in nature and because the 
research on CPS is still in its beginning stages, the exact reason that veteran CPSs in this 
study are reporting a significant reduction in their own service use is not fully 
understood.  One possible explanation could be difficulty in accessing veteran mental 
health services.  According to the National Council for Behavioral Health (2012), fewer 
than 50% of veterans who have returned from military service receive mental health 
services.  While the literature indicates that the funding for veteran mental health services 
is growing, the accessibility and wait time for these services is still a problem (Brozak, 
2013).  According to Brozak (2013), some veterans have had to wait for nearly a month 
to gain access to mental health services.  It can be speculated that because of this wait 
time and inaccessibility of services, veterans who pursue CPS training may be less likely 
to continue with traditional avenues of recovery and treatment.   
       Because early research suggests there is a shared benefit from the CPS experience 
(Solomon, 2004), another potential explanation is that the helper-therapy principle 
(Reissman, 1965) is more evident in veteran CPSs.  The helper-therapy principle states 
that individuals who have an illness can gain health promoting benefits from assisting 
others with similar issues.  It may be possible that veteran CPSs gain a greater protective 
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component through the CPS process, and as a result, can potentially build upon their own 
mental health resiliency.  Because veterans have already been helpers to the government 
and to civilians, it is possible that being a CPS may provide veterans with a meaningful 
role that can help to fill this void.  Veteran CPSs may feel less self-induced stigma, be 
better able to reframe their mental health symptoms, and be able to channel their personal 
experience with mental illness into helping others.  Though the reason for a veteran 
CPS’s reduction in service use is not fully clear, it is encouraging that the need for 
veteran services and the benefits of peer support is being identified here.   
       Work setting.  The results of this study suggest that the broad category of work 
setting was significant in predicting variation in case management service utilization.  
This category accounted for 13.8% of the variance in case management service use when 
compared to the three predictor categories (demographics, work environment, and 
training).   However, there were no specific work setting factors (setting or population 
worked with) that significantly predicted variation in a CPS’s service utilization 
(outpatient, case management, or inpatient service use.)   
       Work environment.  The results of this study suggest that the broad category of 
work environment (the ability to make an impact, feeling supported and understood by 
supervisor and co-workers, etc.) was significant in predicting variation in CPS’s use of 
case management services.  Despite this significance, the broad category of work 
environment factors (model 3), seemed to be the least significant factor of all the broad 
categories in this study (demographics, work setting, work environment, and training).  
This is supported by the little to no R² change in all three regressions (outpatient, case 
management, and inpatient hospitalization).  In addition, the specific work environment 
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Likert score was not significant in predicting variation in a CPS’s mental health service 
use (outpatient therapy, case management, and inpatient hospitalization).  This might 
suggest that a CPS’s work environment (model 3) reflected a significant change relative 
to other block factors (age, veteran status, etc.), but that work environment factors did not 
significantly impact a CPS’s service utilization.   
       It might also be hypothesized that the CPS respondents created their own operational 
definition and interpretation of each work environment question, and as a result, they 
may have produced varying results.  Further studies investigating this topic in more detail 
may be warranted to determine if work environment is truly not a predictor of service 
use, or if perhaps the questions required more objective descriptors to help standardize 
responses across respondents. 
       Training.  The results of this study suggest that the broad category of training was a 
significant predictor of variation in a CPS’s use of case management services.  The 
results indicate that CPSs who perceived having greater overall benefits from their CPS 
training experience reported an increase in case management services.  One possible 
reason is that CPSs who perceived greater benefits from their CPS training may have 
been more engaged and invested in the mental health recovery process, and as a result, 
they may have been more apt to recognize their own need for professional support 
services.  Based on components of social learning theory, it is possible that CPSs who 
identified greater benefits from their CPS training experience may be more motivated to 
apply the learned recovery skills to their own life.  In these circumstances, the increase in 
a CPS’s service use might be seen as a positive outcome.  CPSs who perceived benefits 
from their CPS training may be more knowledgeable regarding how an increase in 
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services could provide additional assistance that might prevent them from needing more 
restrictive levels of care. 
Significance: Financial Entitlements  
       Demographics.  The results of this study suggest that the broad category of 
demographics (gender, age, race/ethnicity, veteran status) was not a significant predictor 
of variation in the use of financial entitlements.  However, the results suggest that the 
older the CPSs were, the less likely they were to reduce or eliminate their financial 
entitlement use.  Similar to older CPS who use more case management services, one 
explanation for why older CPSs may be less likely to reduce their entitlements could be 
that they’ve been in the system longer.  It is probable that older CPSs have been 
collecting financial entitlements longer; therefore, they may have accepted this source of 
funding as a secure and steady source of income.  Because of these reasons, it is possible 
that older CPSs may have less motivation to reduce or eliminate their financial 
entitlements.  Another explanation could be that older CPSs are closer to retirement; 
therefore, they may not feel as advantaged as younger CPSs who have more time to build 
a career in the CPS profession.  Older consumers who pursue a CPS career may wish to 
supplement their income, rather than replace it.   
       Work setting. The broad category of work setting (type of facility and population 
worked with) was not a significant predictor of variation in use of financial entitlements.  
However, the results suggest that CPSs who worked in outpatient settings were 5.8 times 
more likely to report a reduction in their financial entitlement use compared to CPS who 
did not.  As mentioned previously, because this study is exploratory in nature and 
because the research on CPS is still in its beginning stages, the exact reason(s) that CPSs 
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who work in outpatient settings are more likely to reduce their financial entitlements is 
not fully understood at this time.  However, because the term outpatient can be 
considered broader than settings such as residential and inpatient (e.g., in-home, in the 
community, day programs, etc.), it can be hypothesized that CPSs who work in outpatient 
settings have the opportunity to observe and work with consumers in a wider variety of 
circumstances.  As a result, CPSs who work in an outpatient setting may be witnessing 
broader portions of a consumer’s life and lifestyle that can increase their own knowledge 
base and awareness.  It can also be speculated that working in an outpatient setting 
provides CPSs with exposure to not only a consumer’s lifestyle on multiple levels (e.g., 
not just in a hospital or in an office), but might strengthen CPS’s ability to manage their 
own life skills (e.g., transportation, budgeting, banking, finances, etc.) and how they will 
support themselves on a daily basis.  It can be hypothesized based on experiential 
knowledge/social learning theory principles that CPSs who model adaptive life skills on 
an outpatient level can, as a result, strengthen their own ability to live within the 
community, maintain gainful employment, and ultimately reduce their financial 
entitlement use.   
       Work environment.  Model 3 (work environment) was not found to be significant; 
however the work environment block was found to be a significant predictor of financial 
entitlement use.  CPSs who reported having greater work environment benefits (having 
an impact, feeling supported and/or understood by supervisor and colleagues) were 1.12 
more likely to eliminate or reduce their public assistance while holding all other variables 
constant.  One explanation for these findings could be the more satisfied CPSs are with 
their work environment (e.g., ability to make an impact, opportunities for professional 
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development, understanding, and support), the more likely they will be to maintain 
gainful employment and ultimately reduce their reliance on financial entitlements.   
       According to the social support theory, feeling supported and genuinely understood 
by others can be helpful in a CPS’s own recovery process (Bloom, 1990; Salzer, 2010; 
Solomon, 2010).  CPSs with greater work environment benefits (ability to impact the 
agency, feeling supported and/or understood, etc.) are more likely to build positive social 
relationships.  Within these positive social relationships, CPSs who report greater work 
environment benefits may be exposed to a broader range of working professionals who 
rely less on financial entitlements, promoting upward social comparison.   
          Training.  The broad category of training was a statistically significant predictor of 
variation in use of financial entitlements.  The results of the study suggest that the more 
years CPSs have been certified, the more likely they are to reduce their use of financial 
entitlements.  These results may be congruent with previous results that younger CPSs 
were more likely to reduce their financial entitlement use than older CPSs.  Because age 
and years certified go hand in hand, it may suggest that the younger the CPSs are, the 
more likely can are to reduce their financial entitlement use and maintain gainful 
employment.    
       Another potential explanation could be that the more years CPSs are certified, the 
more time they have had to gain additional training and skillsets that can be used to 
secure employment and increase the likeliness of becoming a CPS supervisor.  Because 
this study did not examine or compare CPSs who were working as supervisors to those 
who were not, it could be useful for future research to explore these factors to gain 
further information in this area.   
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       The longer CPSs are certified, the more opportunity they have to apply learned 
recovery skills and to live a more stable life that would allow them to sustain full-time 
gainful employment over a longer period.  With stability and time, CPSs may more likely 
to gain the confidence needed to reduce or eliminate their SSI/SSD and/or public 
assistance.  Like any other profession or discipline, longer practice serves to affirm or 
provide meaningful information about one’s place in the field.  Similarly, it can be 
hypothesized that the longer a CPS is certified, the longer he/she has been using his/her 
certification and the more certain they might be of their place in the CPS profession. 
Modeling Considerations 
       The investigator subjectively grouped variables into overarching categories in order 
to better organize them.  These overarching categories were not derived from a factor 
analysis, and for these reasons, the different classes of predictor variables may not have 
represented distinct separate constructs or conceptual classifications.  Future 
recommendations include the use of an empirical grouping strategy or grouping variables 
into meaningful constructs based on theory.   
       Because this study was exploratory and there was limited research on the use of 
CPSs, the modeling in this study was largely conceptual in nature.  CPS demographics 
were entered in the first step as control variables because these characteristics are largely 
fixed and unchangeable.  However, order of entry for the other three steps was arbitrary 
and did not follow what Cohen et al. (2003) referred to as a causal ordering of variables.  
Future recommendations are to analyze the present data or a similar dataset with 
demographic variables as the control variables and to include all other variables in the 
second block in a hierarchical regression or to run the entire analysis as a simultaneous 
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linear regression.  No theoretical or empirically derived causal reasons for a specific 
ordering of the other model steps were present before conducting the current analysis, nor 
were such reasons uncovered after the analyses. 
Relationship to Previous Works 
       There is limited research on CPS’s own benefits, specifically as it relates to 
predictors of their own mental health service and financial entitlement use.  Using a 
similar data sample taken at an earlier time, Salzer et al. (2013) published results 
suggesting that of a sample of 271 CPS participants, 60% reported a reduction in their 
own Social Security financial entitlements.  This same study reported that working CPSs 
reported significant decreases in their own mental health services.  The results of this 
study indicated that working CPSs had a significant reduction in crisis, case management, 
and inpatient mental health services (Salzer et al., 2013).  
Relevance and Implications 
       Service utilization. The results of this study are promising for military veterans who 
wish to pursue a career as CPSs and reduce their own case management services. 
Likewise, this study offers preliminary findings that age plays a significant role in a 
CPS’s likelihood of reducing case management and potentially inpatient hospital 
services.  These results suggest that examining other forms of service use (e.g., 
emergency room/crisis response center, crisis teams, and overall service use) might also 
provide promising results regarding reducing and/or increasing service utilization by 
CPSs.   
       Further information about CPS’s perceived training benefits and its relationship to 
case management service use could be very useful.  For example, gaining a better 
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understanding of CPS’s perception of the CPS training and the various factors that might 
contribute to an increase in case management services would not only assist the CPS 
training programs, but could be useful to mental health professionals recommending the 
CPS training to consumers.   
       It is important to note that not all reductions in mental health services are equal for 
all CPS.  As a reflection of individual differences, some CPSs may require mental health 
services throughout their lifetime, while others might function successfully without the 
use of certain mental health services.  Without further studies to investigate and delineate 
the differences between services and their relationship to CPS’s individualized recovery 
needs, it will be difficult to assess implications and to determine if a reduction or increase 
in frequency of service use is a benefit or a limitation within the recovery process.   
       Similarly, for those who would benefit from using mental health services during the 
course of their lifetime, it is important to note that the results of this study could be used 
to increase the likelihood of CPS’s mental health services use.  For example, if there truly 
are ways to promote an increase in service use, this might be adapted to other situations 
that can increase awareness of the benefits of treatment.  Likewise, if there are factors 
that can increase CPS’s service engagement (e.g., older CPSs, CPS’s perceived benefits 
of  the CPS training, etc.), these factors might be utilized to build a sense of awareness in 
other CPSs who might benefit from more services, as well as the professionals who may 
be working with them to promote these services.   
       Financial entitlements.  This study suggests that the younger and earlier a consumer 
becomes a CPS, the more likely the CPS process can be used as an effective vocational 
intervention for reducing the use of financial entitlements.  Additionally, this study’s 
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outcomes are also promising for CPSs who are working in or wish to work in outpatient 
settings.  Mental service providers can use these outcomes when making referrals and 
recommendations to consumers who might benefit from pursuing a career as a CPS.   
       The outcomes of this study also suggest that a CPS’ work environment (e.g., ability 
to impact the agency, opportunities for personal development, feeling supported and/or 
understood by supervisors and colleagues) may be an important factor in a CPS’ ability to 
reduce financial entitlement use.  Early researchers have explored the benefits that 
coaching and supervision can have on helping peer providers to successfully navigate 
their role and different requirements that could arise while working as a CPS (Van erp, 
Hendriksen-Favier, & Boer, 2010).  Perhaps similar coaching and supervision could be 
useful in helping CPSs to strengthen these work environment factors.  This form of CPS 
peer support could be provided by CPS providers who have already successfully 
increased/decreased mental health services and/or reduced their financial entitlements.   
Unexpected Findings 
       Because there is little outcome research on the benefits of being a CPS, this study 
was exploratory in nature; therefore, no specific outcome was expected, with the 
exception of one.  It was this investigator’s belief that on the whole, a CPS’s service 
utilization would decrease.  However, a portion of the results yielded predictor variables 
that increased CPS’s service use.  As a consequence of this investigation, it occurred to 
this investigator that not all services are created equal.  For example, one might wish to 
decrease the frequency of consumers’ inpatient hospitalizations but increase the 
frequency of use of outpatient services, thus fostering the increased likelihood of more 
desirable outcomes.  Specifically, it was surprising to this investigator that CPSs who 
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identified overall benefits from their CPS training experience reported an increase in their 
own case management service utilization.  
Diversity and Advocacy Implications 
       Unfortunately, the number of ethnic minority participants in this study was small.  
Therefore, all non-Caucasian participants were combined into one category.  This was a 
difficult but necessary decision for the study’s overall statistical outcomes.  As a result, 
this study was unable to provide meaningful information regarding how a CPS’s own 
ethnicity/race might impact his or her own mental health service and financial entitlement 
use.   
       Results regarding age and veteran status showed the most consistent impact.  Results 
suggested that older CPSs reported an increase in case management and inpatient 
services; likewise, the older the CPSs were, the less likely they were to reduce their 
financial entitlements.  In contrast, CPSs who had veteran status in this study were more 
likely to reduce their use of case management services.  These results are promising; 
however, because of the low number of veterans who were enrolled in this study (n = 15), 
additional research is needed.  If future research yields similar findings, this could offer 
an opportunity for CPSs who are military veterans to advocate for future funding and/or 
career opportunities as CPSs, as well as provide support for advocacy regarding the need 
for additional mental health services so that veterans can access the mental health 
services they need in a timely manner.   
       The outcomes of this study suggest that there are benefits and predictors to 
working/volunteering as CPSs in terms of reduction in mental health service and financial 
entitlement use.  Additional advocacy efforts can address funding of CPS training that 
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might foster additional resiliency components in a veteran’s recovery process.  While 
research is warranted, preliminary outcomes suggest that advocacy efforts may be most 
effective by educating mental health professionals that certain consumers may derive 
added benefit from becoming a CPS (e.g., consumers who are younger, veterans, working 
in an outpatient and/or supportive work environment setting, etc.). 
Limitations 
       The study was limited by the following factors.  The data used for this study 
originated from an existing data set, and therefore the questions were not written for and 
tailored to this study.  Several of the questions did not offer response options that would 
best suit the needs of this study.  For example, in the category of work setting, the CPSs 
had a choice of 14 different work settings (e.g., inpatient state hospital, case management, 
drop-in centers, other, etc.).  Due to the low number of responses within each category, 
settings were collapsed into five broad categories (inpatient, outpatient, peer-run, 
residential, and other) to ensure that each category had enough statistical power to 
perform the analyses. 
         Another limitation of the study was the number of questionnaires returned.  Over 
1,000 surveys were mailed, but only 277 surveys were returned.  A larger sample size 
might have provided more conclusive information about being a CPS, specifically, the 
benefits of being a CPS, and predictors of these benefits.  Additionally, because the 
response format was a questionnaire, there was no ability to control for items that the 
CPS respondents did not choose to answer.  Therefore, within the context of this study, 
the researcher was unable to attribute meaning to questions the respondents did not 
choose to answer.   
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      An additional limitation of this study was that it did not have detailed information on 
CPS’s use of services prior to being a CPS.  Also, this study did not have a control group 
and was not compared to a non-CPS group.  Ideally, a randomized controlled design 
exploring the differences between working consumers and consumers working as CPSs 
could measure for differences in CPS service utilization and financial entitlements and 
the predictors of these benefits.  If there were data on non-CPS consumers, perhaps 
specific conclusions could be made about the benefits of being a CPS versus a non-CPS 
consumer.  Other options include comparing data from working/volunteering CPS to 
working CPS only (no volunteers) to identify the differences. 
       Another important limitation of this study was the high number of independent 
variables that were being analyzed.  When the study was originally designed, it was not 
anticipated that the number of working/volunteering CPS would be below 200 
participants, thus creating a limitation in power.  As a result, if an effect were present in 
this study, the chance of detection is lower than if a larger CPS sample size was used.  
Suggestions for Future Replications of the Study 
       Because of the large number of independent variables used within this study, 
obtaining a larger CPS sample size is advised if this study is to be replicated exactly as it 
was designed in this paper.  Suggestions for modifying this study include eliminating 
certain independent variables that did not produce significant results across analyses 
and/or conducting a more in-depth, detailed study on specific predictor characteristics 
that were significant within this study.  For example, it seemed that certain demographic 
(age, veterans), work setting (outpatient), working environment (overall benefits), and 
training characteristics (overall benefits and years certified) produced significant results.  
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It would be interesting to see if a more in-depth study with fewer independent variables 
and a larger data sample could provide more meaningful and interpretable information.   
       Because this study exclusively considered CPSs in Pennsylvania who received 
training from two specific training sites in Pennsylvania, additional replications of this 
study are recommended in other states, with CPSs who received training from other 
certification training programs than the ones used in this study.  Additionally, it is also 
recommended that future researchers use a customized survey that is designed to meet the 
specific needs of this study.  For example, questions that offer more variety in a work 
setting (other than inpatient state hospital, inpatient, case management, and other), could 
be interesting and provide more specific information about predictors of benefits of being 
a CPS.   
       On the topic of peer support, more research is needed on how role ambiguity and role 
confusion might impact a peer’s perceived level of self-confidence, support, and 
satisfaction.  Future research on how a peer specialist’s specific duties correlate to 
perceived job satisfaction may also be interesting to explore.  Additionally, it would be 
interesting to see if job role ambiguity is directly correlated with the level of preparation 
provided to a facility (regarding peer support), salary compensation, and a peer’s 
perceived support from their supervisor and coworkers within a specific work setting 
(e.g., inpatient, outpatient, etc.). 
Implications for Future Research 
       Although there is growing evidence of the benefits of using CPSs as service 
providers, more information is needed to examine the benefits as it relates to their own 
recovery process.  If there are specific factors that predict whether a CPS will experience 
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a  reduction in service utilization and use of financial entitlements, this information might 
be used to make recommendations clinically about the best practices and outcomes for a 
consumer’s recovery, as it relates to CPS employment services.  In a field where 
evidenced-based research and best practices are becoming increasingly more important, 
exploring the benefits to the consumer and to society as a whole of working as a CPS 
could lend further support to the CPS career path as a meaningful recovery resource in 
both the consumer’s and professional’s toolboxes.   
       Descriptive information about the type of CPSs who required fewer professional 
services could provide information about the critical components in the recovery process.  
For example, more research is warranted with veteran CPSs and those who work in 
outpatient facilities to better understand these factors and their relationship to a decrease 
in mental health service use.  Additional research on CPS’s perceived benefits of the 
overall CPS training experience and overall work environment factors are also 
recommended.  Future research studying older CPSs who have successfully reduced their 
service use and use of financial entitlements could help to identify resiliency factors that 
might help to enhance older CPS’s future outcomes.   
       Because research on CPS benefits within their own recovery process is relatively 
new, and because there is little research to make causal inferences, future studies might 
benefit from taking a more qualitative approach.  Perhaps more extrapolations can be 
made by examining the CPS’s personal narrative to gain additional insight regarding 
work setting and work training factors that may be impacting their mental health services 
and use of financial entitlements.  
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Summary and Conclusions       
       The mental health recovery movement has promoted the use of CPSs as an 
indispensable component of the recovery process when working with individuals with 
SMI (Solomon, 2004).  CPSs may also gain a shared benefit from the CPS experience 
(Solomon, 2004).  This study examined the benefits that being a CPS can have on the 
CPS’s personal recovery process and health care costs.  Two benefits that were examined 
are CPS’s service utilization (outpatient therapy, case management, and inpatient 
hospitalization service use) and financial entitlements (SSI, SSDI, and public assistance) 
and the possible predictors of these benefits.   
       The findings of this study suggest that there seem to be predictors of both increase 
and decrease in CPS’s service utilization and use of financial entitlements.  The 
preliminary data suggests that CPSs who are military veterans show a reduction in case 
management services.  In contrast, older CPSs reported an increase in case management 
and inpatient services.  Similarly, CPSs who identify greater benefits from their CPS 
training also report an increase in their case management services.  Similar to service use, 
preliminary data also suggests that there are predictors of variation in financial 
entitlement use.  The findings suggest that older CPSs were less likely to discontinue 
financial entitlements.  In contrast, CPSs who worked in outpatient settings, reported 
greater work environment benefits, and were certified longer were more likely to reduce 
their financial entitlements.   
       Because research on the benefits of being a CPS is still in the beginning stages, 
particularly regarding how being a CPS impacts their own mental health service and 
financial entitlement use, more research is needed.  In relation to this study, it is 
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recommended that future research parse out the components of each significant predictor 
to get a clearer understanding of why certain characteristics produce variation in CPSs 
mental health service and financial entitlement use.  Additional modifications to this 
study are also recommended; specifically, in different geographical regions, with larger 
sample sizes, fewer independent variables, and studies that examine the effects of 
variation when certain significant predictors are combined.  This could be beneficial to 
consumers with SMI who have already chosen or anticipate choosing to become a CPS in 
the future.  Likewise, understanding more about CPSs is essential for other mental health 
disciplines that will interface with them on a daily basis.  In a field where evidenced-
based research and best practices are becoming an expected standard of care, exploring 
the benefits of training and working as a CPS could further authenticate the CPS career 
path as a meaningful recovery resource in both the consumer’s and the professional’s 
toolboxes. 
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